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1881     SiE    JOSEPH    LISTER,    Baet.,    D.C.L.,    LL.D.,    F.R.S.    [Loed. 
LISTER]. 

1883  SiE  ANDREW  CLARK,  Baet.,  M.D.,  LL.D.,  F.R.S. 

1885  THOMAS  BRYANT. 

1887  SiE  WILLIAM  HENRY  BROADBENT,  Baet.,  M.D.,  F.R.S. 

1889  CHRISTOPHER  HEATH. 

1891  SiE  DYCE  DUCKWORTH,  M.D.,  LL.D. 

1893  JOHN  WHITAKER  HULKE,  F.R.S. 

1895  THOMAS  BUZZARD,  M.D. 

1897  JOHN  LANGTON. 

1899  SiE  RICHARD  DOUGLAS  POWELL,  Baet.,  M.D. 


HONORARY   MEMBERS. 

Elected 
1881     Paget,  Sib  James,  Bart.,  D.C.L.,  LL.D.,  F.R.S.,  5,  Park  Square  West, 
N.W.  (V.-P.  1867-8.)     (P.  1869-70.) 

1885  Simon,  Sib  John,  K.C.B.,  D.C.L.,  LL.D.,  F.R.S.,  40,  Kensington 
Square,  S.W. 

1889    Gaiedneb,  Sib  William  Tennant,  K.C.B,  M.D.,  LL.D.,  F.R.S.,  225, 

St.  Vincent  Street,  Glasgow. 

1889  LiSTEB,  LOBD,  D.C.L.,  LL.D.,  F.R.S.,  12,  Park  Crescent,  W. 
(P.  1881-2.) 

1895  Sandeeson,  Sib  J.  Bubdon,  Bart.,  M.A.  and  D.M.Oxon.,  M.D.  and 
LL.D.Edin.,D.Sc.Trin.  Coll.  Dubl.,  D.C.L.Durham,F.R.C.P.,F.R.S., 
Regius  Professor  of  Medicine  in  the  University  of  Oxford,  64, 
Banbury  Road,  Oxford.     (S.  1867-9.     C.  1870.     V.-P.  1871-3.) 

1895  Wiles,  Sie  Samuel,  Bart.,  M.D.,  LL.D.,  F.R.S.,  F.R.C.P.,  President 
of  tbe  Royal  College  of  Physicians,  Consulting  Physician  to  Guy's 
Hospital,  74,  Grosvenor  Street,  W. 


FOREIGN   HONORARY   MEMBERS. 

Elected 

1881     Billings,  John  S.,  M.D.,  D.C.L.Oxou.,  Brevet  Lieut. -Col.  and  Surgeon 
U.S.  Army;  Librarian,  Public  Library,  New  York. 

1881     VON  EsMAECH,  Feiedeich,  M.D.,  Professor  of  Surgery  and  Director  of 
the  Surgical  Clinique  in  the  University  of  Kiel. 

1895     Geehaedt,  Dr.  Gael,  Professor  of  Clinical  Medicine  in  the  University 
of  Berlin. 

1895     KOCHEE,  Dr.  Theodoe,  Professor  of  Surgery  in  the  University  of  Berne. 

1895     LuCAS-CHAiiPiONNiEEE,  Dr.  JrsT,  Surgeon  to  the  St.  Louis  Hospital, 
Paris. 

1881     Mazzoni,  Costanzo,  Professor  of  Surgery  at  the  Royal  University  of 
Rome,  and  Surgeon  to  the  Hospital  of  San  Giacomo  at  Rome. 

1889     Mitchell,  S.  Weie,  M.D.,  Professor  of  Medicine  in  the  University  of 
Philadelphia. 

1895     NOTHNAGEL,   H.,  Professor   of  Clinical   Medicine   in  the  University  of 
Vienna. 

1881     Olliee,  Leopold,  M.D.,  Honorary  Surgeon  to  the  Hotel  Dieu,  Lyons. 

1895     ViECHOw,  Dr.  Rudolf,  D.Sc.Cantab.,  D.C.L.Oxou.,  Professor  of  Patho- 
logical Anatomy  in  the  University  of  Berlin. 

1874     VON  ZlEsrssEN,  H.,  M.D.,  Professor  of  Clinical  Medicine  at  Munich. 


*^*   Members  are  requested  to  inform  the  Secretaries  of  any  Corrections  when 

necessary. 
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(O.M.)   Original  Member.  (T.)   Treasurer. 

(P.)  President.  (S.)  Secretary. 

(V.P.)    Vice-President.  (C.)  Member  of  Council. 

The  Surnames  of  Members  who  have  compounded  for  their  Subscriptions  are 
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Elected 

1893  Abbott,  Francis  Charles,  M.B.,  B.S.,  44,  Welbeck  Street,  Cavendish 

square,  W.     Trans.  1.     C.C.  2. 
1879     Abercrombie,  John,  M.D.,  23,  Upper  Wimpole  Street,  W.     (C.  1890-2.) 

C.C.  3. 
1896    Abrahams,  Bertram  Lotjis,  M.B.,  B.Sc,  14,  Welbeck  Street,  W,  Trans. 

1,  C.C.  2. 
1895     Ackerley,  Richard,  Croft  House,  The  Hill,  Surbiton. 
O.M.     Acland,  Sir  Henry  Wentworth,  Bart.,  M.D.,  K.C.B.,  LL.D.,  F.R.S., 

Broad  Street,  Oxford.     (V.P.  1868-70.) 
1889     Acland,  Theodore  Dyke,  M.D.,  74,  Brook  Street,  W.     Tratis.  1. 

1883  Adams,  William  Coode,  M.B.,  1,  Eton  Avenue,  South  Hampstead,  N.W. 
1888     Addinsell,  Attgustus  W.,  M.B.,  CM.,  30,  Ashburn  Place,  South  Ken- 
sington, S.W. 

1884  Adeney,  Edwin  Leonard,  M.D.,  3,  Sion  Terrace,  Mount  Siou,  Tun- 

bridge  Wells. 
1883     Allchin,  William  Henry,  M.D.,  5,  Chandos  Street,  W.    (C.  1894-7.) 

1885  Allingham,  Herbert  William,  25,  Grosvenor  Street,  W.     Trans.  6. 
1871     Althads,  Julius,  M.D.,  26,  Queen  Anne  Street,  W.     (C.  1879-81.) 

Trans.  6.  C.C.  1. 
1888    Anderson,  John,  M.D.,  9,  Harley  Street,  W. 

1868    Anderson,  John  Ford,  M.D.,41,  BelsizePark,  N.W.     (C.  1897-8.) 
1883     Anderson,  William,  2,  Harley  Street,  W.    (C.  1891-3.)     IVans.  5, 
1885     Armstrong,  Henry  George,  Wellington  College,  Berkshire. 
1888     Armstrong,  Hugh,  Aylestone  Hill,  Hereford. 
O.M.     Arnott,  Henky,  The  Rectory,  32,    High    Street,  Beckcnliam,    Kent. 

(C.  1871-5.)     Trans.  3. 

1894  Attlee,  John,  M.B.,  B.C.,  58.  Brook  Street,  W.     C.C.  1. 


xxiv  List  of  MevilievK. 

EtECTED 

1880     BAKEE,  Hexet  Francis,  2,  Maudeville  Place,  Manchester  Square,  W. 

1895  Baldwin,   Geeald   R.,    166,    Victoria   Street,  Melbourne,   Australia. 

Trans.  1, 

1883  Ballance,    Charles    Alfred,   M.B.,    M.S.,  106,   Harley   Street,  W. 

(C.  1894-6.)     Trans.  3,  C.C.  5. 
1888     Banham,  Henry  French,  M.D.,  Sidmouth  House,  Reading. 
1868     Bantock,  George  Gbantille,  M.D.,  12,  Granville  Place,  W. 
1876     Barker,  Arthur  E.  J.,  87,  Harley  Street.  W.     (C.  1883-5.)    Trans.  13, 

C.C.  7. 

1882  Barker,  Frederick  Charles,  M.D.,  Surgeon-Major,  Bombay  Medical 

Service,  India. 
1894     Barling,  Harry  Gilbert,  85,  Edmund  Street,  Birmingham.    Trans.  2. 
1875     Barlow,  Thomas,  M.D.,  10,  Wimpole  Street,  W.     (C.  1880-2,  1891-4, 

S.  1888-90,  V.I'.  1895-8.)     Trans.  11,  C.C.  5. 
1888     Bares,  A.  G.,  M.D.,  22,  Park  Place,  Leeds. 
1888     Barton,  Edwin  A.,  35,  Cheniston  Gardens,  Kensington,  W. 
1891     Barton,  J.  Kingston,  2,  Courtfield  Road,  S.W. 
O.M.    Baewell,  Richard,  55,  Wimpole  Street,  W.    (C.  1872-5,  V.P.  1877-9.) 

Trans.  21,  C.C.  2. 
O.M.     Bastian,  Henry  Charlton,  M.D.,  F.R.S.,  8a,  Manchester  Square,  W. 

(C.  1876-8,  V.P.  1891-3.)     Trans.  7. 

1896  Batten,  Frederick  E.,  M.D.,  124,  Harley  Street,  W.    Tra7is.  1,  C.C.  1. 
1899     Batten,   Raynee    Derby,    M.D.,    B.S.,   Campden   Lodge,  Campden 

Hill  Road,  W. 

1888  Batteeham,  John  Williams,  M.B.,  B.S.,  Bank  House,  Grand  Parade, 

St.  Leonard's. 
1886      Battle,    William    Henry,   49.   Harley   Street,    W.      (C.   1899-  .) 

Trans.  6,  C.C.  10. 
1868     Baumler,  Christian  G.  H.,  M.D.,  University  of  Erlaugen.     Trans.  4. 
1896     Beaton,  Robert  Milne,  M.B.,  7,  Dartmouth  Park  Road,  N.W. 
1898     Beddaed,    Arthur    Philip,    M.B.,    44,    Seymour   Street,    Portman 

Square,  W. 
1880     BEEVOR,    Charles    Edward,    M.D.,    33,    Harley    Street,    W.    (C. 

1890-1.)     Trans.  2,  C.C.o. 

1884  Benham,    F.    Lucas,   M.D.,    Camden    House,    near    Exeter,   Adelaide, 

South  Australia.      Trans.  4. 

1883  Benham,  Robert  Fitzroy,  Abercorn  House,  Castletown  Road,  West 

Kensington,  W. 
1878     Bennett,  Storer,  17,  George  Street,  Hanover  Square,  W.     C.C.  2. 
1874     Bennett,  William  Heney,  1,  Chesterfield  Street,  W.    (C.  1889, 1892-4, 

S.  1890-1,  V.P.  1895-8.)     Trans.  4,  C.C.  3. 
1896     Bentham,  Edward  Cooper,  10,  Princes  Street,  Cavendish  Square,  W. 

1889  Bentley,  Aethue  J.  M.,  M.D.,  Mena  House,  Pyramids,  Cairo,  Egypt. 
1896     Berkeley,  G.  H.  A.  Comyns,  M.B.,  53,  Wimpole  Street,  W. 

1882    Beeey,  Frederick  Haycraft,  :\r.B.,  Watford,  Herts. 


Lisl  of  Members.  xxv 

Elected 
1885     Beeet,  James,  B.S.,  21,  Wimpole  Street,  W.     (C.  1898-  .) 
1889     BiDWELL,    Leonaed   Aethuk,   59,    Wimpole    Street,    W.      Trans.   4, 
C.C.  1. 

1882  BiNDLET,  I'uiLip  Henet,  M.B.  (Tnivelliiig). 

1889     BissHOPP.  Francis   Robert   Bryant,  M.A.,  M.B.,  B.S.,   Belle  Vue, 
Mouut  rieasiiiit,  'riuibriilge  Wells. 

1893  Bond,  James  William,  M.D.,  26,  Harley  Street,  W.     C.C.  2. 

1898     BosANQUET,    William    Cecil,     M.D  ,    13,    York    Street,    Portmaii 
Square,  W. 

1888  BosTOCK,  RoBEET  AsHTON,  Ce/n  Mor,  Peumaeu,  Glamorganshire. 

1883  BowLBY,   Anthony    A.,   24,   Manchester   Square,   W.      (C.   1891-3.) 

Trans.  3.  C.  C.  3. 
1883     Bowles,  Robert  Leamon,   JI.D.,   1G,  Upper   Brook   Street,    W.      (C. 

1890-1.) 
1896     Box,  CiiAELES  R.,  M.D.,  St.  Thomas's  Hospital,  S.E.     Trans.  1. 

1889  Boyd,  Stanley,  M.B.,  134,  Harley  Street,  W.     (C.  1899-.)     Trans.  1, 

C.  C.  6. 

1890  BBADroED,    John    Rose,    M.D.,    F.R.S.,    60,    V>"impole    Street,    W. 

Trans.  2. 
1S7S     Bridges,  Robeet,  M.B.,  M.A.,  The  Manor  House,  Yattendon,  Berkshire. 

Trans.  1. 
1868     Bright,  Geoege  Charles,  M.D.,  Cannes,  Alpes  Muritimes,  France. 
O.M.     Beoadbent,  Sir  William    Heney,   Bart.,   M.D.,   F.R.S.,   84,   Brook 

Street,  W.     (C.  1871-3,  V.P.  1881-3,  P.  1SS7-8.)     Trans.  17. 
1887     Beoce;,  J.  H.  E.,  M.D.,  B.S.,  115,  Adelaide  Road,  X.W. 
O.M.     Beodhuest,    Bernaed    Edwaed,  21,  Portland  Place,  W.     Trans.  2, 

C.C.  2. 

1894  BRODIE,   C.    Goedon,    Fernhill,    Wootton     Bridge,    Isle    of    Wight. 

C.C.  1. 
1898     Brook,  William  Heney  Breffit,  M.D.,  B.S.,  8,  Eastgate,  The  Close, 

Lincoln. 
1890     Beown,  Waltee  Heney,  19,  Qneen  Street,  Leeds.     Trans.  2. 
1876     Beowne,  George  BrcxsTON,  80,  Wimpole  Street,  W.     (C.  1891-3.) 

Trans.  3. 
1893     Browne,    James    William,   M.B.,    37,   Holland    Park   Avenue,    W. 

Trans.  1. 
1887     Browne,  Oswald  Auchinlece,  M.A.,  M.D.,  7,  L'pper  Wimpole  Street, 

W. 
1883     Bruce,  John  Mitchell,  M.D.,  23,  Harley  Street,  W. 
1893     Bryant,  John  Henry,  :\LD.,  8,  St.  Thomas's  Street,  S.E.     Tratis.  1. 
O.M.     Bryant,  Thomas,  M.Ch.,  65,  Grosvenor  Street,  W.      (C.  1872,  V.P. 

1876-7,  P.  1885-6.)     Trans.  8. 

1890  BucKLAND,  Francis  O.,  B.A.,   M.B.,  CM.,  10,  Egcrton  Place,  S.W. 

Trans.  1. 

1891  BuRQHAED,  Frederic  FRAN901S,  :M.D.,  M.S.,  86,  Harley  Street,  W. 


XX vi  Lit^f  of  Members. 

Elected 
1881     Btrxet,  Robert  William,  M.D.,  36,  Grosvenor  Street,  W.    Trans.  1. 
1879     BuETOK,  William  Edwabd,  24,  Wimpole  Street,  W. 
1881     BuTLiN,   Heney   Teextham,  82,    Harley    Street,   W.      (C.    1887-9.) 
Trans.  7,  C.C.I. 

1884  Bfxtox,  Dudley  Wilmot,  M.D.,  B.S.,  82,  Mortimer  Street,  W. 
O.M.     Buzzard,   Thomas,  M.D.,  74,  Grosveuor   Street,  W,     (S.  1870-2,  C. 

1873-fi,  V.P.  1880-1,  P.  1895-7.)     Trans.  15,  C.C.  3. 
1891     Caddy,  Arnold,  2/2,  Harington  Street,  Calcutta, 

1886  Cahill,  Jonx,  M.D.,  12,  Seville  Street,  Lowmles  Square,  S.W.     C.C.  1. 
1893     Caley,  Henry  Albert,  M.D.,  24,  Upper  Berkeley  Street,  W.     C.C.  1. 

1890  Calvert,  James,  M.D.,  The  Warden's  House,  St.  Bartliolomew's  Hos- 

pital, E.C.     Trans.  1,  C.C.  2. 
1893     Campbell,    Harry,  M.D.,    23,    Wimpole    Street,    W.,   and   Couiston 
Cottiige,  Fox  Lane,  Upper  Xorwood,  S.E.     C.C.  2. 

1891  Canxey,  H.  E.  Leigh,  M.B.,  31,  Belsize  Sq.,  N.W.,  and  Assouan,  Egypt. 
1891     Carless,  Albert,  M.S.,  M.B.,  10,  Welbeck  Street,  W. 

1890     Carh,  John  Walter,  M.D.,  19,  Cavendish  Place,  W.    Trans.  1,  C.C.  4. 
1869     Carter,  Robert  Brudenell,  31,  Harley  Street,  W.,  and  Kenilworth, 
Clapham  Common,  S.W.     (C.  1873-6,  V.P.  1879-81.)     Trans.  9. 

1885  Caton,  Richard,  M.D.,  86,  Rodney  Street,  Liverpool.     Trans.  2. 
O.M.     Cayley.    William,    M.D.,    27,    Wimpole    Street,   W.      (C.   1874-5, 

S.  1876-8,  C.  1879-80,  V.P.  1885-6.)     Trans.  8,  C.C.  3. 
1890     Chapman,  Charles  William,  M.D.,  21,  Weymouth  Street,  W.    C.  C.  1. 

1884  Chapman,  Paul  M.,  M.D.,  1,  St.  John's  Street,  Hereford.     C.C.  1. 
1893     Charsley,  Robert  Stephen,  "The  Old  Barn,"  Slough. 

1885  Cheyne,    W.   Watson,   M.B.,   CM.,   F.R.S.,  75,    Harley   Street,  W. 

(C.  1894-6.)     Trans.  2,  C.C.  7. 
1873     Chisholm,  Edwin,  M.D.,  Abergeldie,  Ashfield,  near  Sydney,  New  South 

Wales. 
O.M.     Church,  William  Selby,  M.D.,  130,  Harley  Street,  W.     (C.  1874-6.) 

1873  Chueton,   Thomas,   M.D.,    35,    Park   Square,  Leeds.     (C.  1889-91.) 

Trans. 5. 
O.M.     Clapton,   Edward,    M.T).,   Towercroft,  41,  Elth:im  Road,  Lee,   S.E. 
(C.  1872-4.)     Trans.  1, 

1874  Clark,  Andrew,  71,  Harley  Street,  W.     Trans.  1. 

1887  Clark,  Francis  William,  Hong-Koug. 

1898     Clarke.  James  Jackson,  M.B.,  9,  Old  Cavendish  Street,  Cavendish 

Square,  W.     C.C.  1. 
1885     Clarke,  J.  Michell,  M.B.,  28,  Pembroke  Road,  Clifton,  Bristol. 
1885     Clarke,  William  Beuce,  M.B.,  51,  Harley  Street,  W.     (C.  1894-7.) 

Trans.  2,  C.C.  1. 
1877     Clay,  Robert  Hogarth,  M.D.,  4,  Windsor  Villas,  Plymouth. 
1887     Clemow,  Aethue  Henry  Weiss,  M.D.,  CM.,  101,  Earl's  Court  Road,  W. 

Trans.  1,  C.C.  1. 


List  of  Memhevs.  xxvii 

Elected 
1877     GLUTTON,  Henry  Hugh,  M.A.,  2,  Poitland  Place,  W.     (C.  1885-7.) 

Trans.  12,  C.C.  3. 
1808     Cobb,  Ernest  Herbert,  5,  Cornwall  Terrace,  Regent's  Park,  N.VV. 
1893     Cole,  Robert  Henry,  M.D.,  Moorcroffc,  Hillingdon,  Middlesex. 
1882     Collier,    Herbert,    M.D.,   The  Grange,  Gorleston,  Great  Yannoutli, 
Norfolk. 

1896  CoLMAN,  Walter  Stacy,  M.I).,  22,   Wimpole  Street,   W.     Trans.  2, 

C.C.  3. 
1882     CoLQUHOUN,  Daniel,  M.D.,  Dunedin,  New  Zealand. 
1868     Cooper,  Frank  W.  (address  xmeomiuunicated). 
1880     Cottle,  Wyndham,  M.D.,  39,  Hertford  Street,  W. 
O.M.     Couper,  John,  80,  Grosvenor  Street,  W.     (C.  1874.) 
1875     CoTTPLAND,  SiUNEY,  M.D.,  16,  Queen  Anne  Street,  W.     (S.  1882-4,  C. 

1885-7,  V.-P.  1898-  .)     Trans.  5,  C.C.  3. 
1886    Cousins,  John  Ward,  MD.,  Riversd;tle,  Kent  Road, Soutlisea.    Trans.l. 
1882     CoxwELL,  C.  F.,  M.B.,  Brighton,  Melbourne,  Victoria.     Trans.  2. 

1897  Ceawfurd.  Raymond  H.  P.,   M.D.,   71,   Harley   Street,    Cavendish 

Square,  W.     C.C.  2. 
1879     Cripps,  William  Harrison,  2,  Stratford  Place,    W.      (C.  1886-8.) 

Trans.  3. 
1872     Critchett,  G.  Anderson,  21,  Harley  Street,  W. 
1877     Crocker,    Henry   Radcliffe,    M.D.,    121,   Harley   Street,   W.     (C. 

1884-5.)     Trans.  16. 
1896     Ceooke-Lawless,  W.  R.,  Surg.-Maj.  A.M.S.,  M.D.,  Guards'  Club,  S.W. 
1896    Crosse,  William  Henry,  45,  Dover  Street,  W. 
O.M.     Croft,    John,    G,    Mansfield    Street,    W.     (C.   1870-2,  V.P.  1882-4.) 

Trans.  12. 
1890     Crowle,  Thomas  Henry  Rickaed,  56,  Harley  Street,  W. 

1898  Crouch,  Herbert  Challice,  44,  Welbeck  Street,  Cavendish  Square,  W. 
1893     Curtis,  Henry  Jones,  M.I).,  B.S.,  60,  Gower  Street,  W.C.     C.C.  1. 
1872     Dalby,  Sir  William  Bartlett,  M.B.,  18,  Savile  Row,  W.     (C.  1879- 

81.)     Trans.  4. 

1896  Dalton.    Norman,    M.D.,  4,    Mansfield    Street,  Portland    Place,    AV. 

C.C.  3. 
1898     Darley-Hartley,  William,  Warreuville,  Cape  Town,  South  Africa. 
1893     Dauber,   John   Henry,   M.B.,   B.Ch.,   29,  Charles   Street,   Berkeley 

Square,  W. 
1886     Davies,  Arthur  T.,M.D.,  23,  Finsbury  Squ;ne,E.C.  (C.1897-  .)  C.C.  13. 
1879     Davies-Colley,  J.   Neville   C,  M.B.,  M.C.,  36,   Harley  Street,  W. 

(C.  1885-6.)     Trans.  7,  C.C.  1. 
1879     Davy,  Henry,  M.D.,  29,  Southernhay,  Exeter. 
1889     Dean,  Henry  Percy,  M.B.,  69,  Harley  Street,  W. 

1897  Deane,  John  Henry,  50,  Walhvood  Road,  Leytonstone,  E. 

1879     Dennis,  Frederic  S.,  M.D.,  542,  Madison  Avenue,  New  York,  U.S.A. 
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Elected 
1875     Dext,  Clintox  T.,  61,  Brook  Street,  W.    (C.  lSSi-6.)   Tt-ans.  5.  C.C.  1. 
O.M.     Dickinson,    William:    Howship,    M.D.,    9,   Chesterfield    Street,   W. 

(C.  1874-5,  V.P.  1888-9.)     Trans.  2. 
1891     Dickinson,  William  Lee,  M.D.,  9,  Chesterfield  Street,  W.     Trans.  7. 
1894     Dickson,  Thomas  Hrcn,  M.B.,  B.C.,  H.M.  Customs,   Lower  Thames 

Street,  E.C. 

1871  Diver,  Ebenezek,  M.D.,   30,  Devonshire  Street,    I'orthuid  Place,  W., 

.ind  "  Garstone,"  St.  Margaret's-oii-Tliames, Twickenham.   (C.  1890- 
2.)      Trans.  1. 

1868  Drage,  Charles,  M.D.,  Hatfield,  Herts. 

1896     Drew,  Douglas,  M.D.,  B.S.,  58,  Brook  Street,  Grosvenor  Square,  W. 
1879     Drewitt,  F.  G.  Dawtret,  M.D.,  2,  Manchester  Square,  W.    (C.  1886-8.) 

Trans.  2. 
O.M.     Duckworth,  Sir  Dyce,  M.D.,  LL.D.  11,  Grafton  Street,  Bond  Street, 

W.     (C.  1875-7,  V.P.  1887-8,  P.  1891-2.)     Trans.  19,  C.C.  6. 
1884     Duke,  Edgar,  11,  Wilbury  Road,  Hove. 

1869  Duke,  Olliver  Thomas,  M.B.,  Surgeon,  Bengal  Army,  India. 
1889     Duncan,  John,  M.D.,  St.  Petersburg. 

1889     Dunn,    Louis   Albert,    M.S.,    The    College,    Guy's    Hospital,    S.E. 
(C.  1899-.)     Trans.  2,  C.C.  2. 

1884  Edmunds,  Walter,  M.C,  75,  Lambeth  Palace  Road,  S.E.     Trans.  2, 
1882     Emond,  Emile,  M.D.,  113,  Boulevard  Beaumarcliais,  Paris. 

1868     Evans,  Julian,  M.B.,  123,  Finborongh  Road,  Redcliffe  Square,  S.W. 
1893     Evans,  Willmott  H.,  13,  Taviton  Street,  Gordon  Square,  W.C.  C.C.  1. 
1S88     EVE,    Frederic   S.,  125,   Harley   Street,   Cavendish   Square,  W.     (C. 
1899-.)     Trans.  4,  C.C.  7. 

1877  Evs^art,  William,  M.D.,  33,  Curzon  Street,  W.    (C.  1884-6.)    Trans.  2, 

C.C.  1. 
1899     Fagge,   Charles  Herbert,  M.S.,   22,   St.   Thomas's   Street,   London 

Bridge,  S.E. 
1868     Fairbank,  Frederick    Rotston,    M.l).,    Westcott,  Dorking,   Surrey. 

Trans.  2. 
1889     Fardon,  Edward  Ashbv,  Middlesex  Hospital,  W. 

1885  Fenn,  Edward  Liteing,  M.D.,  Grey  Friars,  Colchester. 
1887     Fenwick,  E.  Hurry,  14,  Savile  Row,  W.     Trans.  2,  C.C.  2. 

1872  Fenwick,  J.  C.  J.,  M.D.,  Long  Framlington,  Morpeth. 

1893  Fenwick,  William  Soltau,  M.D.,  8,  Devonshire  Street,  W.    Trans.  2. 

1878  Field,  George  P.,  34,  Wimpole  Street,  W. 

1876     FiNLAT,    David    White,    M.D.,  2,  Queen's  Terrace,  Aberdeen.      (C. 
1885-7,  S.  1891.)     Trans. 1. 

1894  Fletcher,  Herbert  Morley,  M.D.,  98,  Harley  Street,  W.     Trans.  1. 
1878     FONMARTIN,   Henry  de,  M.D.,  26,  Newberry  Terrace,  Lower  BuUar 

Street,  Nichoi's  Town,  Southampton. 

1889  Forbes,  Daniel  Mackay,  Shoreditch  Infirmary,  204,  Hoxton  Street,  N. 

1890  Forman,  E.  Baxter,  M.D.,  11,  Bramham  Gardens,  S.  Kensington, S.W. 
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ErECTED 

1890    Foster,  Michael  G.,  M.B.,  M.A.,  Villa  Anuitn,  San  Reino,  Italy. 
1898     Fowler,  Cuarles  Owen,  M.D.,  Cotford  House,  Thornton  Heatli,  S.E. 

1881  Fowler,  James  Kingston,  M.D.,  35,  Claiges  Street,  "VV.     (C.  1887-9, 

1899-,  S.  1896-9.)      Tran.t.  4,  C.C.  6. 

1886  Fox,  R.  HiXGSTON,  M.D.,  23,  Finsbui-y  Square,  B.C.     C.C.  1. 

1878  Fox,  Thomas  Colcott,   M.B.,  14,  Harley  Street,  W.     (C.  1888-90.) 

Trans.  1,  C.C.  2. 

1893  Foxwell,  Arthur,  M.D.,  22,  Newliall  Street,  Eirmingliam. 

1898  Fbank,  Philip,  M.D.,  3,  Elvaston  Place,  Queen's  Gate,  S.W. 

1897  Feipp,  Alfred  Downing,  M.S.,  19,  Portlaud  Place,  W.     Trans.  2. 

1890  Fuller,  Henry  Roxburgh,  M.D.,  45,  Curzon  Street,  W. 
1897  FURNIVALL,  Percy,  39,  Welbeck  Street,  Cavendish  Square,  W. 

1891  Ftffe,  W.  Kington,  M.B.,  B.C.,  19,  Duke  Street,  Manchester  Square, 

W.     (Travelling,  New  Zealand.)      Trans.  1. 
1888     Gage-Brown,  Charles  Herbert,  M.D.,  85,  Cadogau  Place.  S.W. 
1895     Galloway,  James,  M.D.,  54,  Harley  Street,  W. 

1887  Garrod,  Archibald  Edward,  M.A.,  M.D.,  9,  Chaudos  Street,  Caven- 

dish Square,  W.     (C.  1898-  .)     Trans.  3,  C.C.  3. 

1879  Gaestang,  Thomas  Walter  Haeropp,  Headingley  House,  Knutsford, 

Cheshire. 
1885     Gibbons,  Robert  Alexander,  M.  I).,  29,  Cadogan  Place,  S.W.   Trans.  1. 
1893     GiBBS,  Charles,  Charing  Cross  Hospital,  W.C. 
1875     Gilbaet-Smith,  T.,  M.A.,  M.D.,  68,  Harley  Street,  W.     (C.  18S3-5.) 

1868  Glotee,  James  Grey,  M.D.,  25,  Highbury  Place,  N.     (C.  1878-80, 

v.  P.  1892-4.)     Trans.  2. 

1893  Glovee,  Lewis  G.,  M.B.,  B.C.,  1,  College  Terrace,  Fitzjohn's  Avenue, 

N.W. 
1875     GoDLEE,  Rickman  John,  M.S.,  19,  Wimpole  Street,  W.     (C.  1882-3, 
1887-9,  S.  1884-6,  V.P.  1895-8.)     Trans.  13,  C.C.  8. 

1882  GOLDIE,  Robert  William,  Hirst  House,  Hirst,  Morpeth,  Northumber- 

land. 
1878     GoLDiNG-BiRD,  C.  H.,  M.B.,  12,  Queen  Anne  Street,  AV.     (C.  1887-9.) 
Trans.  17,  C.C.  1. 

1894  GooDALL,  Edwaed  Wilberfoece,  M.D.,  Eastern  Hospital,  Homertou, 

N.E.     Trans.  5. 
1875     Goodhaet,    James    Feedeeic,   M.D.,   25,   Portland    Place,   W.     (C. 

1880-2,  V.P.  1897-  .)     Trans.  14,  C.C.  2. 
1891     Goodman,   Rogee   Neville,   M.B.,  3,  Grove   Crescent,  Kingston-ou- 

Thames. 

1869  Goodeidge.HenetFeedeeick  Augustus, M.D.,  10,Brock  Street,  Bath. 
1882     Goodsall,  D.  H.,  17,  Devonshire  Place,  W. 

1877  Gould,  A.  Peaece,  M.S.,  10,  Queen  Anne  Street,  W.  (C.  1885-7, 
1895-S,  S.  1892-5,  V.-P.  1898-  .)     Trans.  13,  C.C.  9. 

1875  GowERS,  Sir  William  Richard,  M.D.,  F.R.S.,  50,  Queen  Anue  Street, 
W.     (C.  1881-2.)     Tra7is.  5. 
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Elected 

1891  Geant,  J.  DrxDAS,  M.D.,  8,  Upper  Wimpole  Street,  W. 

1868  Geeen,   T,   Hexbt,   M.D.,   74,    Wimpole   Street,    W.       (C.   1877-9.) 

Tra7is.  2,  C.C.  1. 
1875     Greenfield,  William  Smith,  il.D.,   7,  Heriot  Row,  Edinburgh.      (C. 

18S1.)  Trans.  3. 
1893     GRIFFITH,  Walter  Spencee  Andeeson,  M.D.,  9G,  Harley  Street,  W. 

1898  Geimes,  Leonabd,  13,  Rosary  Gardens,  South  Kensington,  S.W. 
1895     Getjbe,  Kael,  M.D.,  Neuenahr,  Germany.     Trans.  1. 

1895     Gutheie,  LeonaedGeoege,  M.D.,  15,  Upper  Berkeley  Street,  W.  C.C. 3. 

1887  Habeeshox,  Samuel  Heebebt,  M.D.,  70,  Brook  Street,  W. 
1875     Hale,  C.  D.  B.,  3,  Sussex  Place,  W.     Trans.  1. 

1878  Hall,  F.  de  Havilland,  M.D.,  47,  Wimpole  Street,  W.     (C.  1885-7.) 

Trans.  8,  C.C.  5. 

1889  Halstead,  Geobge  Ezba,  M.D.,  B.S.,  Albion  Hill  House,  Ramsgate. 

1888  Handfield-Jones,  Montagu,  il.D.,  35,  Cavendish  Square,  W. 

1886     Handford,  Heney,  M.D.,  14,  Regent  Street,  Nottingham.    (C.  1893-4.) 

Trans.  8,  C.C.  1. 
1886     Haedie,  .James,  M.D.,  15,  St.  John  Street,  Manchester. 

1890  Habpee,  James,  ^I.D.,  25,  Rosary  Gardens,  South  Kensington,  S.W. 
1872     Haeeis,  Henet,  M.D.,  Trengweath,  Redruth,  Cornwall. 

1889  Haeeis,  Heebebt  Elwin,  M.B.,  13,  Lansdown  Place,  Victoria  Square, 

Clifton,  Bristol.     Trans.  1. 

1881  Haeeisox,    Chaeles    Edwaed,    M.B.,    Grenadier    Guards    Hospital, 

Rochester  Row,  S.W. 

1892  Habbisox,  Dameb,  53,  Rodney  Street,  Liverpool.     Trans.  1. 

1869  Hawabd,  J.  Waeeixgtox,  16,  Savile  Row,  W.     (C.  1876-8,  1884-6, 

S.  1881-3,  V.P.  1888.)     Trans.  14. 

1899  Hawkes,  Claude  Somebyille,  Rockharapton,  Queensland,  Australia. 
1886     Haweixs,    Feaxcis    Hexet,    M.D.,    73,    London    Street,    Reading. 

Trans,  i,  C.C.  3. 

1889  Hawkins,  Heebebt  Pennell,  M.D.,  B.Ch.,  56,  Portland  Place,  W. 

Trans.  1. 

1890  Hawkins-Amblee,  Geobge  Abthub,  67,  Rodney  Street,  Liverpool. 
O.M.     Heath,  Cheistopheb,  36,  Cavendish  Square,  W.     (C.  1867-71,  V.P. 

1876-8,  T.  1879-88,  P.  1889-90.)     Trans.  20. 

1879  Henderson,    Geobge   Coubtenay,   M.D.,   Kingston,   Jamaica,   West 

Indies. 

1882  Heeon,  Geobge  Allan,  M.D.,  57,  Harley  Street,  W. 

1884     Heeeingham,  Wilmot  Paekee,  M.D.,  13,  Upper  Wimpole  Street,  W. 

(C.  1894-7.)     Trans.  5.  C.C.  2. 
1888     Hetherington,  Geobge  Haynes,  10,  Museum  Street,  Ipswich. 
1897     Hilliee.  Alfbed  P.,  M.D.,  CM.,  30,  Wimpole  Street,  W. 
1874     Holderness,  William  Brown,  15,  Park  Street,  Windsor. 
1868     Holman,  Constantine,  M.D.,  26,  Gloucester  Place,  Portman  Square,  W. 

(C.  1894-7.) 
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Elected 
O.M.     Holmes,  Timothy,  6,  Sussex  Place,  Hyde  Park,  W.      (C.  1867-9,  V.P. 

1873-5.)     Trans.  16. 
O.M.     HoLTHOUSE,    Caesten,    Helidou     House,    Shoeburyncss,   Kssex.       (C. 

1870-2.)  Trans.  8. 
1878     Hood,  Donald  William  Chakles,  M.D.,  43,  Green  Street,  Park  Lane, 

W.    (C.  1891-3.)   Trans.  1. 
1884     HoBSLEY,  ViCTOK,  .AI.H.,  F.R.S.,  25,  Cavendish  Square,  W.     (C.  1894.) 

Trans.  2,  C.C.  1. 

1895  Hough,  Charles  Henky,  Full  Street,  Derby. 

1880     HOVELL,  T.  jMakk,  105,  Harley  Street,  W.     Trans.  1. 
1893     Howard,  R.  J.  Bliss,  M.D.,  31,  Queeu  Anne  Street,  W. 

1876  HowsE,  Henet  Geeenway,  M.S.,  59,  Brook  Street,  Vv^.     (C.  1881-3, 

V.P.  1890-2.)     Trans.  3. 
1898     HuLKE,  Sidney  Backhouse,  162,  Holland  Road,  Kensington,  W. 
1897     Humphkys,  Charles  B.,  Eagle  House,  Blandford,  Dorset. 

1897  Hunt,  George  Bertram,  M.B.,  17,  Gower  Street,  W.C.     Trans.  1, 

C.C.  1. 

1892  Huntee,  William,  M.D.,  103,  Harley  Street,  W. 

O.M.     Hutchinson,  Jonathan,  F.R.S.,  15,  Cavendish  Square,  W.   (C.  1867-8, 
V.P.  1875-6.)     Trans.  14,   C.C.  1. 

1896  Hutchinson,  Jonathan,  jun.,  15,  Cavendish  Square,  W.     Trans.  2, 

C.C.  2. 

1893  loNiDES,  Theodore   Henry,  M.B.,  B.S.,  30,  Paluieira   Square,  West 

Brighton. 
1883     Jackson,  George  Henry,  Ashburton,  Carew  Road,  Eastbourne. 
O.M.     Jackson,   J.    Hughlings,   M.D.,   F.R.S.,   3,  Manchester   Square,    W. 

(C.  1872-3,  V.P.  1887.)     Trans.  2. 

1877  JACOBSON,  Walter  Hamilton  Acland,  M.B.,  M.Ch.,  66,  Great  Cumber- 

land Place,  W.     (C.  1890-2.)     Trans.  2,  C.C.  1. 
1888     James,  James  Thomas,  M.D.,  30,  Harley  Street,  W. 

1888  Jamison,  Arthur,  M.D.,  CM.,  IS,  Lowndes  Street,  S.W. 

1889  Johnson,  Raymond,  M.B.,  B.S.,  11,  Wimpole  Street,  W.     Tratis.  4, 

C.C.  2. 
1893     Johnston,  G.  F.,  M.D.,  6,  Manchester  Square,  W. 

1878  Johnston,  William,  M.D.,  M.C.,  16,  Lonsdale  Terrace,  Upper  Kent 

Street,  Leicester. 

1898  Jones,  Robert,  11,  Nelson  Street,  Liverpool.     Trans.  1. 

1872     Jones,  Thomas  Ridge,  M.D.,  4,  Cheshani  Place,  S.W.     (C,  1892-3.) 

1876     Jordan,  Furneaux,  Harborne,  Birmingham.     Trans.  1. 

1886     JuLER,  Henry  Edward,  23,  Cavendish  Square,  W. 

1878     Keetley,  Charles  Robert  Bell,  56,  Grosvenor  Street,  W.  (C.  1895-8.) 

Trans.  2. 
1898     Kellock,  Thomas  Herbert,  8,  Queen  Anne  Street,  Cavendish  Square, 

W.      Trans.  1,  C.C.  1. 
O.M.     Kelly,  Charles,  M.D.,  Ellesmere,  Gratwicke  Road,  Worthinf,  Sussex. 
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Elected 

1882  Kesteven,  ■William  Hexet,  Hilhvood,  Waverley  Grove,  Heudon,  N.NV. 

Trans.  2. 
1897     Ketsee,  Charles  Ralph,  St.  George's  Hospital,  S.W. 

1883  KiDD,  Peect,  M.D.  {Ron.  Secretary),  60,  Brook  Street,  W.  (C.  1891-2. 

S.  1899-   .)     Trans.  4,  C.C.  2. 
1887     Knaggs,  R.  Lawford,  B.C.,  39,  Park  Square,  Leeds.     Trans.  2. 

1878  Lacet,  Thomas  Warner,  196,  Burrage  Road,  Plumstead,  S.E. 
1897     Lamplough,  Charles,  Chatteris,  Cambridgeshire. 

1890    Lancaster,  Ernest  Le   Cronier,  M.B.,  B.Ch.,   WincLester   House. 
Swausea,  S.  Wales.     Trans.  2. 

1895  Lane,  James  Ernest,  46,  Queen  Anne  Street,  W.     Trans.  1. 

1883     Lane,  William  Aebuthnot,  M.B.,  M.S.,  21,  Cavendish  Square,  W. 

(C.  1893-6.)     Trans.  29,  C.C.  10. 
O.M.     Langton,  John,  62,  Harley  Street,   W.     (C.  1878-80,  V.P.  1892-4, 

P.  1897-9.)     Trans.  5. 
1886     Lankester,  Herbert,  M.D.,  Ingleborough,  Woking,  Surrey. 
1885     Larder,  Herbert,  Whitechapel  Infirmary,  Vallance  Road,  N.E.  C.C.  1. 
1893     Lawson,  Arnold,  M.D.,  12,  Harley  Street,  W. 
O.M.     Lawson,  George,  12,  Harley  Street,  W.     (S.  1871-3,  C.  1874-6.  V.P. 

1881-3.)     Trans.  16. 

1896  Leech,  Priestley,  M.D.,  King  Cross,  Halifax. 

1877  Lediard,  Henry   Ambrose,  M.D.,  35,  Lowther   Street,  Carlisle.     (C. 

1889.)      Trans.  5. 

1877  Lees,  David  B.,  M.D.,  22,  Weymouth  Street,  W.    (C.  1885.)    Trans.  6. 

1893  Lendon,  Edwin  Harding,  M.B.,  162,  Holland  Park  Avenue,  W. 
1899  Leslie,  Murray,  M.D.,  53,  Queen  Anne  Street,  Cavendish  Square,  W, 
1892  Leuis,  Edward  John,  M.B.,  B.C.,  74,  Hamilton  Terrace,  N.W. 
1895  Lewis,  Ernest  E.,  M.D.,  Springfield,  Chelmsford. 

1879  Lichtenberg,  George,  M.D.,  47,  Finsbury  Square,  E.C. 

1890  Little,  John  Fletcher,  M.B.,  32,  Harley  Street,  W.     C.C.  5. 
1868    Little,  Lons  Steomeyee,  Shanghai,  China. 

1891  Littlewood,  Haery,  40,  Park  Square,  Leeds.     Trans.  1. 

1875  LiVEiNG,  Edward,  M.D.,  52,  Queen  Anne  Street,  W. 

1885     LocKWOOD,    Charles     Barrett,    19,   Upper    Bei-keley    Street,    W. 
(C.  1896-9.)     Trans.  6. 

1876  LoNGHURST,  Arthur   Edwin  Temple,  M.D.,  4,  Eaton  Square,  S.W. 

(C.  1889-91.)     Trans.  1. 

1897  Low,  Harold,  M.B.,  10,  Evelyn  Gardens,  South  Kensington,  S.W. 
1899  Low,  V.  Warben,  M.D.,  B.S.,  86,  Oxford  Terrace,  Hyde  Park,  W. 
1881    Lubbock,  Montagu,  M.D.,  19,  Grosvenor  Street,  W. 

1876     Lucas,  R.  Clement,  M.B.,  B.S.,  50,  Wimpole  Street,  W.     (C.  1883-5.) 
Trans.  11.     C.C.I. 

1894  LuPF,  Arthur  Pearson,  M.D.,  31,  Weymouth  Street,  W. 

1879     LuNN,  John  Reuben,  New  Marylebone    Infirmary,  Rackham   Street, 
Ladbroke  Grove  Road,  W.     (C.  1890-1.)     Trans.  8,  C.C.  10. 
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Elected 
1893     Lys.  Hknky  Grabitam,  M.I).,  Sonthbi-ook,  SnfTolk  Kond,  Bournemouth, 

1889  MacHuide,  p.,  M.D.,  10,  Chester  Street,  E.liubnr<jh. 

1871     Mao   Cormac,  Sir  William,  Bart.,  K.C.V.O.,  1.3,  Harley  Street,  W. 

(C.  1877-9,  V.P.  1888-9.)     Trans.  5. 
1891     Mac  Donald,  Greville,  M.I).,  85,  Harley  Street,  W. 

1881  xMcHardy,  Malcolm  Macdonald,  5,  Savile  Row,  W.     Trans.  1. 

1882  Mackenzie,  Frederic  Morell,  29,  Hans  Phice,  S.W. 

1891  Mackenzie,  Hector  W.  G.,   M.A.,   M.I).,   59,   Welbeck   Street,    W. 

Trans.  Q,  C.C.I. 
1879     Mackenzie,   Stkphen,  M.D.,   18,  Cavendish  Squnrc,  W.      (C.  1884, 
1888-90,  S.  1885-7.)     Trans.  9,  C.C.  10. 

1884  Mackekn,   John,   M.B.,   St.   German's    Lod<,'e,    Shooter's    Hill    Road, 

Bhickheath,  S.E. 
1879     Maclagan,  Thomas  John,  M.D.,  9,  Cadogan  Place,  S.W.     (C.  1889-91.) 
Trans.  3. 

1885  Maclaren,  Roderick,  M.D.,  Portland  Square,  Carlisle.     Trans.  1. 

1896  Mac  Rae,  Farquhar,  M.B.,  27a,  Lowndes  Street,  Belgrave  Square, 

S.W. 

1898  Macready,  Jonathan  F.  C.  H.,  42,  Devonshire  Street,  Portland  Place, 
W. 

1879  Magill,  James,  M.D.,  M.C.,  Coldstream  Guards,  Queen  Anne's  Man- 
sions, S.W. 

1885     Maguire,  Robert,  M.D.,  4,  Seymour  Street,  W.     Trans.  1. 

1881  Makins,  George  Henet,  47,  Charles  Street,  Berkeley  Square^  W. 
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1878     Tayler,  Francis  Thomas,  M.B.,  224,  Lewisliam  Higli  Road,  S.E. 

1897  Taylor,  E.  Claude,  M.D.,  B.S.,  Eland  House,  Rosslyu  Hill,  Hanipstead, 

N.W. 
1875     Taylor,  Frederick,  M.D.,  20,  Wimpole  Street,  W.     (S.  1879-8],  C. 
1882-4,  V.P.  1894-7.)     Trans.  13,  C.C.  3. 

1889  Taylor,  Henry  Herbert,  10,  Brunswick  Place,  Brijrliton. 

1890  Taylor,  James,  M.D.,  49,  Welbeck  Street,  W.     C.C.  3. 

1882     Taylor,  Seymour,  M.D.,  16,  Seymour  Street,  W.     Trans.  1,  C.C.  1. 

1885  Taylor,  W.  C.  Everley,  34,  Queen  Street,  Scarborouo;h. 

1886  Teale,  Thomas  Pridgin,  M.B.,  F.R.S.,  38,  Cookridge  Street,  Leeds. 

(C.  1897-  .) 

1896  Templeton,  George,  M.B.,  8,  Mansfield  Street,  Portland  Place,  W. 
1890     Thane,  Edgar  Herbert,  M.D.,  Wagga-Wagga,  New  South  Wales. 
1882     Thin,  George,  M.D.,  63,  Harley  Street,  W.     Trans.  1. 

1886  Thompson,   Charles    Herbert,   M.D.,   17,  New    Cavendish   Street, 

Portland  Place,  W. 
O.M.     Thompson,   Edmund   Symes,   M.D.,   33,   Cavendish   Square,  W.     (C. 

1880-2.)  Trans.  1. 
O.M.     Thompson,  Sir  Henry,   35,   Wimpole  Street,  W.      (C.  1867-8,   V.P. 

1886-7.)     Trans.  3. 

1897  Thomson,  H.   Campbell,   M.D.,   34,   Queen  Anne  Street,  Cavendish 

Square,  W.  C.C.  1. 
1894     Thomson,  StClair,  M.D.,  28,  Queen  Anne  Street,  W.  Trans.  1,  C.C.  3. 

1896  Thorne,  William  Bezly,  53,  Upper  Brook  Street,  W.     C.C.  2. 

1887  Thornton,  John  Knowsley,  M.B.,  CM.,  Hildersham  Hall,  Cambridge. 
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1872     Thornton,    William    Pugin,    35,   St.   George's    Road,    Canterbury. 
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1885     Thursfield,  Thomas   William,  M.D.,  Selwood,  Beaucliamp  Square, 
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1898  Thurston,  Edward  Owen,  M.B.,  B.S.,  27,  Panton  Street,  Hay  market, 

S.W. 

1899  TiLLEY,  Herbert,  M.D.,  101,  Harley  Street,  Cavendish  Square,  W. 

1891  Tomson,  W.  Bolton,  M.D.,  Park  Street  West,  Luton,  Bedfordshire. 

1897  TooGOOD,    F.    Sherman,    M.l).,    The    Infirmary,    282,   High    Street, 

Lewisham,  S.E. 

1892  Tooth,  Howard  Henry,  M.D.,  34,  Harley  Street,  \V. 
1887     Totsuka,  Kankai,  Tokio,  Japan. 

1874     Trayers,  William,  M.D.,  2,  Phillimore  Gardens,  Kensington,  W. 
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1884  Teeyes,  Fbedekick,  6,  Winipole  Street,  W.     (C.  1893.)     Trans.  7. 

1897  Tubby,   Alfeed    Heebeet,    M.S.,    25,    Weymouth    Street,    Portland 

Place,  W.     Trans.  1,  C.C.  2. 
1882     TuEKEE,    Feancis   Chaelewood,    M.D.,    15,   Fiusbury   Square,   K.C. 

(C.  1887-9.)     Trans.  1. 
1882     TuEXEE,  Geoege  Robeetsox,  41,  Half  Moou  Street,  W.     (C.  1897-  .) 

Trans.  8.     C.C.  1. 
1888     Tuexee,  Philip  DriiocK,  M.D.,  Claverton  House,  Kyde,  Isle  of  Wight. 
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1881  Uhthoff,  John  Caldwell,  M.D.,  Wavertree  House,  Brunswick  Place, 

Brighton.     (C.  1898-  .) 
1868     Venning,  Edgcombe,  30,  Cadogan  Place,  S.W.    (C.  1876-8.)    Trans.  2. 
1890     VoELCKEE,    Aethue    Feancis,    M.D.,   B.S.,    31,    Harley   Street,   W. 

Trans. \,  C.C.  1. 
1886     Wade,  Chaeles  H.,  Greeuway,  Chelston,  Torquay. 
1868     Wagstaffe,  William  Waewick,  Purleigh,  St.  John's  Hill,  Sevenoaks, 

(C.  1878.) 
1886     WAINEWRIGHT,  Benjamin,   M.B.,  CM.,  47,  Weymouth  Street,  W. 

Trans.  2,  C.C.  2. 

1885  Waklet,  Thomas,  jun.,  5,  Queeu's  Gate,  S.W. 

1885     Walkee,   Chaeles    Rotheeham,   M.U.,   Glenfiold,   Silverdale   Road. 

Eastbourne. 
1896     Wallace,  Cuthbeet   Sydney,  77,   Lambeth   Palace   Road,   and   St. 

Thomas's  Hospital,  S.E.     Trans.  2,   C.C.  2. 

1890  Wallis,  Feeueeick   Chaeles,   M.B.,  B.C.,  26,  Welbeck  Street.   W. 

Trans.  3,  C.  C.  7. 
1875     Walsham,  William  J.,  77,  Harley  Street,  W.    (C.  1882-4,  V. P.  1S96-9.) 

Trans.  5,  C.C.  1. 
1888    Waltees,    Feedeeick    Rffenacht,  M.I).,    60,  Welbeck  Street,    W. 

C.C.2. 
1896     Waed,  Edwaed,  M.B.,  22,  Park  Place,  Leeds.     Trans.  1. 
1888     Warner,  Peecy,  Rydal,  Woodford  Green,  Essex. 

1894  Washbouen,  John  Wichenfoed,  M.D.,  6,  Cavendish    Place,  Caven- 

dish Square,  W.     Trans.  3,  C.C.  1. 

1891  Wateehouse,     Heebeet     Fuhnivall,     M.D.,     CM.,     81,    Wimpole 

Street,  W. 
1896     WEBER,  Feed.  Paekes,  M.D.,  19,  Harley  Street,  W.     C.C.  4. 
O.M.     Weber,  Sir  Heemann  D.,  M.D.,  10,  Grosvenor  Street,  W.    (C.  1867-71, 

V.P.  1873-5.)     Trans.  9. 

1882  West,  Samuel,  M.I).,  15,  Wimpole  Street,  W.     (C  1887-9.)     Trans. 

16,  C.C.  5. 

1895  Wetheeed,  Feank  J.,  M.D.,  83,  Harley  Street,  W, 
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1874     WjiEELiiousE,  Claudius  Galex,  Ilihirv  Place,  Leeds.     Trans.  1. 
1868     Wjiipham,  Thomas   'J'illyer,   M.l).,  11,  Grosveiior  Street,  W.      (C. 

1878-8U,  V.P.  1894-7.)      Trans.  13. 
1891     White,  Charles  Pekcival,  M.B.,  B.C.,  144,  Sloaue  Street,  S.W. 

1882  White,   Edwin   Francis,   Westlands,   280,   Upper    llieliiDond   Jioad, 

Putney,  S.W. 
1890     White,  Gilbert  B.  Mower,  M.B.,  B.S.,  112,  Harley  Street,  W. 

1883  White,  William  Hale,  M.D.  65,   Harley   Street,  W.     (C.  1887-9, 

1896-9,  S.  June,  1893-6.)     Trans.  13,  C.C.  4. 

1883  White,  William  Henry,  M.D.,  43,  Weymouth  Street,  W.     Trans.  1. 

C.C.I. 
1894     Whitelocke,  Richard  Henry  Anglin,  M.B.,  CM.,  6,  Banbury  Road, 

Oxford. 
1897     Whitfield,   Arthur,   M.D.,    12,   Ujiper   Berkeley   Street,   Portman 

Square,  W. 

1897  AVhiting,  Arthur  John,  M.D.,  142,  Harley  Street,  W. 
18S2     Whittle,  Edward  George,  M.D.,  65,  Dyke  Bead,  Brighton. 
1871     Wight,  George,  M.B.,  CM.,  428,  Liverpool  Road,  X, 

1879  Wilcox,  Henry,  M.B.,  Xewlyn,  Fleet,  Hants. 

1894  WILKIN,  Griffith  Charles,  7,  West  Coker,  near  Yeovil,  Somerset. 

1884  WiLLCocKS,  Frederick,  M.D.,  14,  Mandeville  Place,  W.     C.C.  1. 
O.M.  WiLLETT,  Alfred,  36,  Wimpole  Street,  W.     (C  1872-5,  V.P.  1889-91.) 

C.C.  2. 
1890     WiLLETT,  Edgae,  M.B.,  25,  Welbeck  Street,  W. 

1898  WiLLEY,  Frederick  Ingor,  M.B.,  B.S.,  The  Wych,  8,  Avenue  Eoad, 

Hio:hgate,  X. 
1888     Williams,  Campbell,  18.  Queen  Anne  Street,  Cavendish  Square,  W. 

Trans.  1. 
O.M.     Williams,   Charles  Theodore,  M.D.,  2,   Upper   Brook   Street,    W. 

(C  1877-9,  V.P.  1889-90.)     Trans.  8. 

1888  Williams,  Dawson,  M.D.,  101,  Harley  Street,  W.     (C.  1893-7.) 
1881     Williams,  Sir  John,  Bart.,  M.D.,  63,  Brook  Street,  W.     (C  1885-6.) 

1890  AViLLiAMS,  W.  Roger,  28,  Winckley  Square,  Preston. 
1876  Williamson,  James  Mann,  M.D.,  Ventnor,  Isle  of  Wight. 
O.M.  Willis,  Francis,  M.D.,  The  Spa,  Braceborough,  Stamford. 
1893  Wills,  Joseph  Pearce  Budgett,  M.D.,  Bexliill,  Hastings. 

1889  Wills,  William  Alfred,  M.D.,  29,  Lower  Seymour  Street,  W. 

1886     Wilson,  Albert,  M.D.,  Minto  House,  Fairlop  Road,  Leytonstone,  Essex. 

Trans.  1,  C.C.  2. 
1888     Wilson,  Claude,  M.D.,  CM.,  Belmont,  Tunbiidge  Wells.     Trans.  2. 

1891  UiLSON,  Theodore  Stacey,  M.B.,  CM.,  65,  Temple  Row,  Birmingham. 

1890  Wood,  Neville,  42,  Elvaston  Place,  Queen's  Gate,  S.W. 
1883     Woodcock,  JohnRostron,  Boston  Spa,  B.S.O.,  Yorkshire. 

1879     Woodw^ard,  George  P.  M.,  M.D.,  Deputy  Surgeon-General;  Sydney, 
X^ew  South  Wales. 
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1894     WooLLETT,  Chaeles  Jeeome,  "Ambleside,"  Streathani,  S.W. 
1884     WoETS,  Edwin,  6,  Trinity  Street,  Colchester. 
1888     Wyman,  William  S.,  M.D.,  Red  Brae,  18,  Putney  Hill,  S.W. 
1892     Wtntee,  Waltee  Essex,  M.D.,  B.S.,  30,  Upper  Berkeley  Street,  W. 

C.C.  2. 
1872     Yeo,  I.  Burnet,  M.D.,  44,  Hertford  Street,  W.    (C.  1881-3.)    Trans.  8. 
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Sir  Henry  Acland,  Bart.,  M.D.,  F.R.S. 

Henry  Arnott. 

Richard  Barwell. 

Heniy  Charlton  Bastian,  M.D.,  F.R.S. 

Sir  Wm.  Henry  Broadbent,  Bart.,  M.D. 

F.R.S. 
Bernard  Edward  Brodliurst. 
Thomas  Bryant. 
Thcmas  Buzzard.  M.D. 
William  Caylev,  M.D. 
William  Selby'Chnrch,  M.D. 
Edward  Clapton,  M.D. 
John  Couper. 
John  Croft. 

William  How.ship  Dickinson,  M.D, 
Sir  Dyce  Duckworth,  M.D. 
Christopher  Heath. 
Timothy  Holmes. 
Carsten  Holthouse. 
Jonathan  Hutchinson,  F.R.S. 


J.  Hughlin^s  Jackson,  M.D.,  F.R.S. 

Charles  Kelly,  M.D. 

John  Langton. 

George  Lawsoa. 

Ai-thur  Trehern  Norton. 

Thomas  William  Nunn. 

John  William  Ogle,  M.D. 

Sir  James  Paget,  Bart.,  F.R.S. 

Frederick  William  Pavy,  M.D.,  F.R.S. 

Thomas  Pickering  Pick. 

Sir  Richard  Douglas  Powell, Bart.,M.D. 

Sydney  Ringer,  M.D.,  F.R.S. 

Sir  Thomas  Smitli,  Bart. 

Reginald  Southey,  M.D. 

Edward  Symes  Thompson,  M.D. 

Sir  Henry  Thompson. 

Sir  Hermann  D.  Weber,  M.D. 

Alfred  WiUett. 

Charles  Theodore  Williams.  M-D. 

Francis  Willis,  M.D. 
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1868  Constantine  Holman.  M.D. 

Thomas  Tillyer  Whipham,  M.D. 
Christian  G.'H.  Baumler,  M.D. 
James  Grey  Gloyer.  M.D. 
T.  Henry  Green,  M.D. 
Howard  ^larsh. 


1868  Charles  Prentis. 

Edgcombe  Venning. 
John  Ford  Anderson,  M.D. 
George  Granville  Bantock,  M.D. 
George  Charles  Briglit,  M.D. 
Frank  W.  Cooper. 
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1868  Julian  Evans,  :M.B. 
Edward  ilooper  ^lay,  M.D 
William  Warwick  Wagstaffe. 
William  0-le.  M.D. 

James  Edward  Pollock,  31.1). 
Franz  Oppert.  M.D. 
William  V.  Snow.  M.D. 
Charles  Drage,  M.D. 
Frederick    Kovston    Fairbank, 

M.D. 
Michael  W.  Rice,  M.D. 
Louis  Stromever  Little. 

1869  Eobert  Erudenell  Carter. 
Leonard  William  Sedgwick,  M.D. 
J.  Warrington  Haward. 

Henry  Frederick  Augustus  Good- 
ridge,  ]\LD. 
Olliver  Thomas  Duke,  M.B. 

1871  Julius  Althaus,  M.D. 

Sir  William  Mac  Cormac,  Bart., 

K.C.V.O. 
Alfred  Plavne,  M.B. 
George  Wight,  3LB. 
Ebenezer  Diver,  M.D. 
George  Vivian  Poore,  M.D. 

1872  I.  Burney  Yeo,  M.D. 
Henry  Harris,  M.D. 
William  Pugiu  Tliornton. 
G.  Anderson  Critchett. 

J.  C.  J.  Fenwick,  3LD. 
Andrew  J   ^Ivrtle.  M.D. 
Sir  William  Bartlett  Dalby. 
Thomas  Ridge  Jones,  3I.D. 
George  Sliglit.  M.D. 
Henrv  Sutherland.  M.D. 

1873  William  Julius  Mickle,  M.D. 
Robert  William  Parker. 
David  Lloyd  Roberts,  il.D. 
George  Henrv  Savasje,  M.D. 
Edwin  Chisliolm,  M.D. 
Thomas  Churton,  M.D. 

1874  John  Hammond  Morgan. 
Edward  R.  Rowland. 
Claudius  Galen  W^heelhouse. 
Edward  C.  Stirling,  M.D. 
William  Henrv  Bennett. 
William  Travers.  M.JJ. 
William  Brown  Holderness. 
Andrew  Clark. 

1875  Thomas  Barlow,  M.D. 
Sidney  Coupland,  iLD. 
Clinton  T.  Dent. 

C.  D.  B.  Hale. 
Edward  Liveing,  M.D. 


1875  Edward  Xettleship. 
William  J.  Walsham. 
Rickman  Jobn  Godlee,  M.S. 
Arthur  Paul  Sherwood. 

T.  Gilbart-Smith,  M.D. 

James  Frederic  Goodhart,  M.D. 

Sir     William     Richard     Gower."?, 

M.D..   F.R.S. 
William  Smith  Greenfield,  M.D. 
Shirlev  F.  Murphy. 
HerbeVt  AV.  Page. 
Frederick  Tavlor,  M.D. 

1876  Arthur  E.  J.'Barker. 
Horatio  Percy  Symonds. 
A.  Balmanno  Squire. 
David  White  Finlay,  M.D. 
Henry  Greenway  Howse,  M.S. 
Furneaux  Jordan. 

R.  Clement  Lucas,  B.S. 
James  3Iann  Williamson,  3LD. 
George  Buckston  Browne. 
Arthur  Edwin  Temple  Longhurst, 
M.D. 

1877  Robert  Hosarth  Clav,  M.D. 
A.  Pearce  Gould,  M.S. 
Henrv  Radcliffe  Crocker,  3LD. 
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Walter  Hamilton  Acland  Jacob- 
son,  M.B.,  M.Ch. 
Isambard  Owen.  M.D. 
William  Ewart.  M.D. 
Henrv  Morris,  3I.B. 
William  Miller  Ord,  M.D. 
Henry  Ambrose  Lediard,  M.D. 
Bernard  Roth. 
Henry  Hugh  Clutton. 
Malcolm  Alex.  Morris. 

1878  George  P.  Field. 
Thomas  Warner  Lacev. 
Thomas  Ccdcott  Fox,  M.B. 
Sir  Felix  Semon,  M.D. 
Henrv  de  Fonmartin.  M.D. 
C.  H.' Golding-Bird,  M.B. 
Donald  Wm.  Charles  Hood,  M.D. 
Lord  Lister,  F.R.S. 

Francis  Thomas  Tavler.  M.B, 
F.  de  Havilland  Hall,  M.D. 
Storer  Bennett. 
Sir  William  Stokes,  M.D. 
William  Allen  Sturge,  M.D. 
William  Joseph  Tvs'on.  M.D. 
William  Johnston,  3LD. 
Charles  Robert  Bell  Keetley. 
William  Appleton  Meredith,  CM. 
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J.  Neville  Davies-Collev,  M.C. 

Robert  Peel. 

Frederic  S.  Dennis,  M.D. 
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Frederick  Charles  Barker,  M.D. 
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Frederic  Morell  Mackenzie. 
Daniel  Colquboun.  M.D. 
Seymour  Taylor,  M.D. 

Francis  Charlewood  Turner,  M.D. 
Philip  Henry  Bindley,  M.B. 
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Frederick  Henrv  Spooner,  M.D. 
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Samuel  West,  M.D. 
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Angel  Money,  M.D. 

C.  F.  Coxwell,  M.B. 
George  Allan  Heron,  M.D. 
Augustus  Jose])h  Pepper.  M.B. 
Harrington  Sainsbury,  M.D. 
George  Thin,  M.D. 
Edwin  Francis  AVhite. 

1883  Anthony  A.  Bowlby. 
Percy  Kidd,  M.D. 
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Robert  Fitzroy  Benham. 
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John  Mitchen'Bruce,  M.D. 
William  Arbuthnot  Lane,  M.S. 
Bernard  Pitts. 
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William  Coode  Adams,  M.B. 
William  Anderson. 
Robert  Leamon  Bowles,  M.D. 
Georije  Henry  Jackson. 
George  Hunt  Orton.  M.B. 
John  Liston  Paul,  M.D. 
Thomas  Laurence  Read. 
Frederick  Thomas  Roberts,  M.D. 
Charles  Alfred  Ballance,  M.S. 
John  Rostron  Woodcock. 

1884  Frederick  Willcocks,  M.D. 
R.  Percy  Smith,  M.D. 
Edgar  Duke. 

John  Mackern,  M.B. 
PaulM.  Chapman,  M.D. 
Wilmot  Parker  Herrinacham.M.D. 
Philip   Henry   Pve-Smith,   M.D. 
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Charles  Stonham. 
Dudley  Wilmot  Buxton,  M.D. 
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Seymour  .T.  Sharkey,  M.D. 
Frederick  Treves. 
John  James  Pringle,  M.B. 
Frederick  Lucas  Benham,  M.D. 
Walter  Edmunds,  M.C. 
Stephen  Paget. 
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Edwin  Leonard  Adeney,  M.D. 
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E  E  P  O  E  T 

OF    THE 

COUNCIL  OF  THE  CLINICAL  SOCIETY, 

MAY,  1899. 


rpHE  COUNCIL  is  glad  to  be  able  to  report  that  during 
-L  the  past  year  the  work  of  the  Society  has  been  satis- 
factorily carried  on,  and  that  there  has  been  no  lessening  of 
its  previous  prosperity. 

The  Ordinary  Members  now  number  577,  and  the  Honorary 
Members  17;  20  Ordinary  Members  have  been  elected  since 
the  last  Report. 

The  Society  has  lost  by  death  Sir  William  Jenner,  Bart., 
an  Original  and  Honorary  Member,  and  President  in  1875-6; 
also  the  following  Ordinary  Members  : — Dr.  Charles  Arkle, 
Dr.  J.  Meaburn  Bright,  Mr.  Thomas  Cooke,  Surgeon  Major- 
G-eneral  James  Inkson,  Mr.  W.  H.  Freeman,  and  Dr.  Heinrich 
Port.     Five  Ordinary  Members  have  resigned. 

The  Council  appointed  in  1898  a  Standing  Committee, 
consisting  of  two  members  of  the  Society  on  the  staff  of  each 
of  the  General  Hospitals  and  of  the  larger  Special  Hospitals, 
to  collect  material  for  the  meetings  set  apart  for  the  demon- 
stration of  Clinical  Cases.  The  large  average  attendance  on 
these  evenings,  viz.  86,  is  a  proof  of  the  interest  taken  in  this 
part  of  the  Society's  work,  and  the  Council  desires  to  accord 
its  thanks  to  the  members  of  that  Committee  for  their  ser- 
vices. 

The  Treasurer's  statement  of  accounts  shows  that  the 
financial  position  of  the  Society  continues  to  be  satisfactory. 


At  the  Annual  Meeting  of  the  Society  held  on  Friday, 
May  26tli,  1899,  the  following  resolution  was  carried  unani- 
mously, and  ordered  to  be  printed  in  the  Transactions  of 
the  Societ}'^  : 

"  That  the  Society  has  received  with  regret  the  resignation 
by  Dr.  William  M.  Ord  of  the  office  of  Treasurer,  which  he 
has  held  for  the  past  ten  years,  and  offers  him  its  best  thanks 
for  the  valuable  services  which  he  has  rendered  to  the  Society 
both  in  that  capacity  and  in  others  in  which  his  zeal  for  its 
welfare  has  been  conspicuous." 
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PRESIDENTIAL   ADDRESS 

DELIVERED    AT    THE 

CLINICAL     SOCIETY    OF     LONDON 

ON   OCl'OBEll   14th,   1S9S, 

By    JOHN    LANGTON,    F.R.C.S., 

PKESIDENT. 


GENTLEMEN, — The  opening  meeting  of  a  new  Session 
reminds  rae  that  it  is  my  pleasant  duty  to  thank  you 
for  electing-  me,  a  second  time,  your  President,  and  thereby 
conferring  on  me  the  highest  position  it  is  in  the  power  of 
this  Society  to  bestow  on  one  of  its  members. 

This  position  has  not  been  of  my  own  seeking,  for  I  had 
no  expectation  of  attaining  high  office  in  your  Society,  but 
has  come  as  a  spontaneous  gift  from  you,  and  I  esteem  it  all 
the  greater  honour  when  I  look  back  on  the  list  of  former 
Presidents,  who,  apart  from  their  distinguished  professional 
status,  have,  by  their  own  work,  contributed  much  to  maintain 
the  work  of  our  Society  in  the  front  rank  of  scientific  excel- 
lence. 

Tiie  development  of  this  Society  still  continues,  for  it  now 
numbers  588  members,  the  highest  on  record ;  while  its 
financial  position,  under  the  able  treasureship  of  Dr.  Ord,  is 
fully  secured. 

The  roll  of  our  original  members,  as  must  be  expected, 
lessens  year  by  year,  so  that  only  40  remain  of  129  members 
who  founded  the  Society  thirty  years  ago.  This  year  we 
have  lost  Sir  Richard  Quain  and  Dr.  Ramskill,  the  former 
of  whom  always  evinced  a  warm  interest  in  the  Society,  but 
who,  so  far  as  I  know,  never  contributed  a  paper  to  our 
Transactions. 


liv  Address  by  the  President. 

During  the  last  year  the  index  of  the  first  thirty  volumes 
of  the  Transactions  has  been  completed,  and  is  now  in  the 
hands  of  onr  members.  We  all  recognise  the  ability  and 
accuracy  which  characterise  the  arrangement  of  the  volume, 
and  cordially  acknowledge  our  indebtedness  to  Dr.  Archibald 
Garrod  for  editing  an  index  marked  by  its  completeness  of 
compilation. 

The  clinical  evenings  constitute  an  important  and  instruc- 
tive feature  in  our  programme,  and  a  valuable  series  of  cases 
has  been  exhibited  and  discussed  during  the  last  session. 
The  estimation  in  which  these  demonstrations  are  held  is 
forcibly  attested  by  the  large  attendance  of  members  and 
visitors.  It  has  always  been  the  desire  of  the  Council  to 
inci-ease  the  value  of  these  meetings,  and  with  this  object  it 
has  secured  the  co-operation  of  members  attached  to  the 
staff  of  the  different  hospitals  to  look  out  for  and  provide  a 
larger  amount  of  valuable  clinical  material  than  heretofore. 

During  the  past  session  many  valuable  papers  have  been 
contributed,  and  it  is  invidious  to  single  out  special  contribu- 
tions. One,  especially,  evoked  much  interest  and  discussion. 
This  was  a  communication  on  the  "  Immediate  Rectification 
of  the  Deformity  of  the  Spine  in  Potts'  Disease,"  b}'  Messrs. 
Robert  Jones  and  Tubby,  and  Avas  supplemented  by  two 
others  from  Dr.  Calot  and  Monsieur  Redard.  The  authors 
advocated  this  plan  of  procedure,  and  gave  the  results  of  treat- 
ment in  a  large  number  ot  cases.  The  results  were  deemed 
very  satisfactory,  both  as  regards  the  correction  of  the  deform- 
ity and  the  disappearance  of  pressure  effects  on  the  spinal 
cord.  The  discussion  which  foUoAved  elicited  the  experience 
of  many  present,  and  while  all  admitted  the  possibility  of  the 
rectification  of  the  deformity,  some  expressed  doubt  as  to  the 
liability  of  lighting  up  afresh  the  original  (and  probably,  in 
some  cases,  outgrown)  tuberculous  spinal  disease.  A  dorsal 
spine  thus  treated  gave  evidence  of  extensive  laceration  and 
separation  of  bony  tissue  at  the  front  angle  of  the  deformity. 

This  treatment  of  forcibly  straightening  deformed  spines 
thi-ows  down,  I  think,  a  direct  challenge  to  Nature  to  disclose 
her  secrets  as  to  the  probability  of  awakening  a  recrudes- 
cence of  an  old  tuberculous  disease.  In  Dr.  Calot's  experience 
she  seems  to  have  answered  the  challenge  in  the  negative. 

One  of  the  objects  of  the  Clinical  Society  is  to  inculcate 
the  importance  of  facts  being  accurately  and  concisely  re- 
corded.    The  accumulation  of  facts  is  of  much  importance. 
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but  I  think  that  those  who  possess  this  power  of  recording' 
facts  alone  are  not  always  the  best  observers.  Obsei'vation 
and  deduction  demand  a  higher  quality  necessary  to  marshal 
these  facts  so  as  to  lead  to  their  correct  interpretation. 
We  are  bound  to  criticise  narrowly  and  sceptically  the  history 
which  patients  give  of  their  past  and  present  mode  of  life, 
and  especially  of  their  family  history,  of  which  the  importance 
cannot  be  over- rated.  Most  patients  wish  to  minimise  the 
value  of  these  factors  in  disease,  and  to  ascribe  their  trou- 
ble to  some  injury  they  have  received,  often  years  ago. 
This  is  especially  the  case  in  surgical  diseases,  and  many 
patients  will  strive  to  ignore  the  possibility  of  inherited  or 
acquired  constitutional  taint.  In  my  own  experience  this 
often  happens  in  cases  of  large  herniae,  where  patients  state 
the  protrusions  have  only  existed  a  few  days  or  weeks  at  the 
most,  and  have  been  the  outcome  of  some  strain  or  injury- 
received  shortly  before.  There  is  no  imputation  that  the 
patient  does  not  absolutely  believe  his  statement,  and  state 
the  truth  so  far  as  he  sees.  We  must  also  be  critical  as  to 
our  observations  when  examining  patients,  that  we  fully 
record  all  the  signs  and  symptoms  of  their  disease,  and  that 
nothing  of  importance  has  been  omitted  in  biinging  these 
facts  out.  Lastly,  Ave  must  be  sceptical  after  obtaining  facts 
to  ascertain  that  we  have  arranged  and  marshalled  tliem  in 
such  order  that  they  Avill  guide  us  to  a  correct  solution  of  the 
examination. 

John  Hunter,  though  now  considered  by  some  as  out 
of  date,  has  left  us  an  immortal  legacy  in  tlie  examination 
and  deciphering  of  disease  :  and  while  he  strongly  urged  the 
necessity  of  accurately  recording  facts,  in  his  memorable 
maxim,  "  Don't  think,  try  ;  be  patient,  be  accurate  ;  "  he  also 
was  no  less  emphatic  in  his  statements  that  "theory  should 
supplement  observation."  In  his  prescience,  also,  he  foresaw 
that  in  the  not  far  distant  future,  anatomical  and  surgical 
science  would  so  expand  that  it  would,  more  and  more, 
become  impossible  for  single  observers  to  cover  the  whole 
ground  of  scientific  investigation. 

Medicine  and  surgery  are  not  two  sciences,  although  they 
appearedto  have  been  so  regarded  by  our  ancestors — especially 
by  the  laity.  For  instance,  I  notice  that,  in  the  year  1662,  a 
regulation  was  passed  by  the  Governors  of  St.  Bartholomew's 
Hospital,  "  That  the  Apothecary  do  not  deliver  or  prepare  any 
medicines,  but  such  as  shall  be  prescribed  by  the  Physicians 
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of  the  Hospital,  except  that  the  Surgeons  may  order  mercurial 
physic  aud  purges  for  their  patients." 

It  is  in  the  union  of  medicine  and  surgery  that  some  of 
the  greatest  achievements  of  our  art  have  been  accomplislied, 
and  in  none  lias  this  union  been  more  conspicuous  for  good 
than  in  the  conduct  of  cases  of  abdominal  disease,  acute  or 
chronic.  Our  forefathers  would  look  with  surprise  at  the  opera- 
tions now  undertidcen  witli  moderate  risk  to  life — a  risk  out  of 
all  proportion  to  the  advantages  gained. 

Among  tlie  most  important  of  acute  abdominal  diseases 
which  have  received  much  attention  in  the  last  few  years,  is 
that  of  perforating  gastric  and  intestinal  ulcers — a  calamity 
in  which,  not  very  long  since,  it  was  advocated  by  Leubethat 
where  perforation  occurs  in  the  course  of  gastric  ulcer  the 
only  treatment  in  most  cases  is  to  induce  euthanasia.  Owing 
to  the  recognition  of  its  occurrence  in  its  earliest  stage,  we 
have,  by  performing  abdominal  section,  been  enabled  to  give  a 
satisfactory  record  of  successful  cases.  The  diagnosis  of  per- 
foration is  not  always  borne  out,  as  exemplified  in  a  case  of 
Dr.  Thompson's  recorded  in  the  Lancet,  1896,  vol.  ii,  p.  11. 

Usually,  however,  ihe  symptoms  are  so  marked  and 
characteristic  as  to  leave  no  doubt  in  the  physician's  mind  as 
to  the  nature  of  the  disease.  The  surgeon  then  steps  in,  and 
fortunately,  in  the  majoi'ity  of  cases,  the  perforation  is  at  once 
discovered,  as  it  is  placed  usually  in  the  front  wall  of  the 
stomach.  The  adhesions  are  absent,  or  only  of  the  slightest 
kind,  uniting  stomach  to  the  front  abdominal  wall.  Various 
methods,  advocated  by  Senn  aud  others,  have  been  used  to 
detect  the  existence  and  the  site  of  the  perforation.  The 
advice  given  by  Pearce  Gould  is  very  important  to  be  borne  in 
mind — that  too  much  attention  is  often  given  to  the  closure  of 
the  perforation,  and  too  little  to  ridding  the  peritoneal  cavity 
of  the  extruded  gastric  or  intestinal  contents. 

The  most  complete  method,  in  my  opinion,  is  to  remove 
all  the  extravasated  contents  by  careful  sponging  out,  and 
subsequently  to  flush  the  peritoneal  cavity  with  sterilised 
water. 

A  pregnant  suggestion  has  been  thrown  out,  by  Billroth 
and  some  distinguished  surgeons,  as  to  the  advisability  of 
dealing  surgically  Avith  gastric  ulcers  by  excision  before  per- 
foration takes  place.  This  opens  up  a  wide  field  of  specula- 
tion, but  the  advice  has  much  to  reconnnend  it,  for  though 
laparotomy    after    perforation    has    a    moderate    amount    of 
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success,  the  saving  of  life  would  probably  be  far  greater  if 
excision  and  suturing,  or  suturing  alone  of  the  ulcer,  were 
made  prior  to  perforation.  This  is  a  subject  which,  I  think, 
might,  in  connection  with  recorded  cases,  be  profitably  dis- 
cussed at  one  of  our  meetings. 

In  conclusion,  I  breathe  the  hope,  with  all  confidence,  that 
this  Session  may  be  a  recol-d  one  in  the  number  and  value  of 
its  contributions  and  its  discussions. 
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COMMUNICATIONS. 


I. — A  Case  of  MijositiH  Ossificans  Progressiva.  By 
W.  P.  Hekringham,  M.D.  Bead  October  14, 
1898. 

ALICE  T.,  now  aged  8,  was  shown  before  this  Society  by 
Mr.  Owen  Paget  three  years  ago  {Clin.  Trans.,  vol. 
xxix,  p.  221).  Mr.  Paget  was  of  opinion  that  the  first  onset 
of  the  disease  was  at  least  as  early  as  at  two  years  of  age, 
and  found  no  trace  of  any  similar  disease  in  the  family,  nor 
of  syphilis  in  this  patient.  I  can  confirm  his  opinion  on  both 
these  points.  The  child  was  brought  to  him  for  two  lumps 
in  the  back,  which  were  due  to  the  disease  attacking  the 
muscles  in  that  region.  He  speaks  of  them  as  measuring  4 
inches  by  2  inches,  attached  to  the  ribs,  and  iying  just  below 
the  inferior  angles  of  the  scapulse.  A  similar  growth,  of  the 
size  of  a  large  walnut,  was  attached  to  the  inferior  angle  of 
each  scapula.  An  ossified  node  was  found  on  the  external 
lip  of  the  right  bicipital  groove,  and  another  on  the  forehead 
ascribed  to  injury  from  falls.  He  noted  bilateral  absence  of 
the  first  phalanx  of  the  great  toe.  The  sterno-mastoids  were 
enlarged  and  indurated.  The  right  pectoral  was  of  bony 
consistence  along  its  whole  lower  border,  and  throughout  its 
breadth  for  two  inches  from  its  insertion.  The  left  pectoral 
and  left  latissimus  dorsi  were  apparently  ossified  in  the  same 
two  areas.  The  deltoid  and  biceps  on  each  side  were  normal. 
The  back  was  very  stiff;  the  ligaments  of  the  shoulder-joints 
seemed  thickened  and  fixed ;  all  other  joints  seemed  noruial. 
A  hard  cord,  which  he  took  to  be  an  ossified  lymphatic  duct, 
was  noticed  in  the  left  axilla  on  the  chest  wall,  and  two 
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enlarged  glands   were   felt   in   the  axilla.     He  watched  the 
fibrous  masses  in  the  back  almost  disappear. 

Since  that  time  the  disease  has  apparently  advanced. 
Present  state. — Head  and  trunk. — When  lying  in  bed  a 
hand  placed  behind  the  head  can  raise  the  neck  and  trunk 
from  bed  as  if  the  whole  spine  Avere  a  rigid  rod.  The  bony- 
boss  on  the  forehead  remains.  The  skin  over  it  is  scarred, 
evidently  from  injury.  There  is  a  boss  of  about  Ih  inches 
in  diameter  behind  the  left  mastoid  process.  The  head 
cannot  be  turned  to  either  side,  but  can  be  flexed  slightly 
forwards  {vide  Plate  I,  fig.  1).  The  sterno-mastoids  stand 
out  as  firm  hard  bands,  but  are  not  enlarged.  There  is  very 
little  expansion  of  the  chest ;  respiration  is  mainly  abdominal. 
In  the  abdominal  wall  a  rod  of  bone  the  size  of  a  slate  pencil 
runs  from  the  anterior  superior  spine  of  the  right  ilium  to  the 
cartilage  of  the  ninth  rib.  Its  upper  extremity  was  shown 
by  the  skiagram  exhibited  to  be  bifurcated.  The  right  rectus 
abdominis  is  slightly  hardened  below  the  umbilicus.  The 
dorsal  and  lumbar  regions  of  the  spine  are  quite  stiff.  The 
normal  dorsal  curve  is  increased.  The  muscles  in  the  dorsal 
region  are  hard,  but  no  superficial  ossification  can  be  clearly 
felt.  At  first  the  erectores  spin^  in  the  lumbar  region  appear 
as  hard  as  bone,  but  if  they  be  completely  relaxed,  by  laying 
the  child  prone  with  a  pillow  under  the  abdomen,  they 
become  decidedly  softer.  They  contract  on  very  slight 
mechanical  stimulus.  There  is  slight  lordosis  to  preserve 
equilibrium. 

Limhs. — The  movements  of  the  shoulders  are  vei-y  re- 
stricted in  every  direction.  The  pectorals  and  the  latissimus 
dorsi  on  each  side  are  very  hard  ;  the  posterior  fold  of  the 
left  axilla  has  some  bony  nodules  in  its  muscle.  The  nodes 
at  the  inferior  angles  of  the  scapula  are  now  small,  and  were 
not  noticed  until  Mr.  Paget's  note  called  attention  to  them. 
Supination  of  the  right  forearm  is  limited,  probably  owing  to 
a  bony  boss  which  springs  from  the  ulna  at  the  junction  of 
its  middle  and  lower  third.  A  similar  smaller  growth  exists 
on  the  left  ulna.  With  this  exception  the  movements  at 
the  elbow-joints  and  those  at  the  wrists  are  free.  The 
thumbs  are  ill-developed  and  cannot  be  fully  abducted, 
but  have  the  full  number  of  joints.  The  first  phalangeal 
joint  of  the  right  middle  finger  bears  a  superficial  resem- 
blance to  a  joint  in  rheumatoid  arthritis,  but  this  is  due  to  a 
lateral  exostosis  from  the  head  of  the  bone.  The  joint  itself 
is  natural. 
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There  has  recently  been  sli<^-ht  pain  about  the  right  hip, 
and  there  is  some  limitation  of  its  movements.  At  the  knee 
there  is  considerable  resistance  from  the  biceps,  but  the  knee 
can  with  force  be  fully  extended.  The  rest  of  the  lower 
limbs  is  natural  with  the  exception  of  the  symmetrical  defor- 
mity of  the  big  toes  {vide  Plate  I,  fig.  2),  which  the  skiagram 
showed  to  be  due  to  (I)  an  irregularity  of  the  epiphysis  of 
the  metacarpal  bones;  (2)  to  a  thickening  of  the  outer  side 
of  the  epiphysis  of  the  first  phalanx,  tilting  this  bone  out- 
wards ;  (3)  to  thickening  of  the  first  phalanx  itself  ;  and  (4) 
to  synostosis  of  the  ungual  phalanx  with  it  at  an  oblique 
angle.     The  nails  are  of  full  size.* 

The  lesions  of  the  disease  are  confined  to  the  mesoblastic 
area,  and  to  the  skeletal  layer  of  that;  the  visceral  layer  or 
splauchnopleure  is  never  affected.  The  disease  attacks  the 
bones,  the  periosteum,  and  the  connective  tissue ;  the  muscle- 
fibres  are  only  affected  with  simple  atrophy,  secondary  to  pres- 
sure. Inthecounectivetissue,whetherthis  be  outsidethemuscle 
or  within  it,  there  is  at  first  hyperplasia,  which  causes  the 
swelling  seen;  this  freshly  formed  tissue  either  becomes  fibrous 
throughout,  in  which  case  it  shrinks  and  hardens,  or  it  may 
become  the  seat  of  a  deposit  of  cartilage,  which  in  its  tui-n 
may  proceed  to  ossification.  True  bone  is  formed.  Some- 
times, as  in  Hamilton's  case,  the  bone  forms  in  the  areolar 
tissue  between  muscles,  quite  unconnected  with  bone. 

Its  pathology  is  unknown.  All  agree  that  it  is  congenital, 
but  not  hereditary,  and  it  occurs  chiefly  in  males. 

It  either  arises  spontaneously,  i.  e.  from  causes  that  we 
have  not  recognised,  or  is  ascribed  to  others,  such  as  injury 
or  chill,  which  do  not  produce  this  effect  in  ordinary  people. 
The  patients  are  therefore  said  to  have  a  "  predisposition"  to 
ossification,  but  the  word  denotes  nothing  whatever  but  the 
above  two  facts. 

No  exciting  cause  but  injury  has  been  established,  though 
chill  has  been  suggested  in  one  or  two  cases.  In  a  few  instances 
injury  has  certainly  produced  local  ossifications,  and  in  four 
out  of  thirty-eight  collected  by  Pincus  (cases  of  Helferich, 
Partsch,  Sympson,  and  Pincus)  the  first  onset  is  plausibly 
ascribed    to    it.t     In    the   great    majointy   there    is    no   such 

*  Virchow  {Berl.  Jclin.  Wochschft.,  1804,  p.  727),  describing  a  living  case, 
stated  that  tlie  condition  was  due  to  exostosis,  but  we  have  here  the  ;idvantage, 
which  Virchow  had  not,  of  seeitig  a  sldiigram  of  a  still  unossified  skeleton. 

t  In  the  cases  of  Miinchmej-er,  Billroth,  and  Zollinger  the  evidence  is 
certainly  insignificant  j  see  Zollinger's  remarks. 
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account,  and  the  site  of  the  lesions — as,  for  instance,  in  my  own 
case — renders  it  very  unlikely.  To  assume,  with  Pincus,  that 
because  in  these  few  injury  has  been  a  cause,  therefore  all 
the  rest  are  due  to  unnoticed  injury,  and  even  to  unrecog- 
nised interstitial  hjemorrhages  caused  during  birth,  is  merely 
to  beg  the  question. 

Mr.  Stonham  thinks  it  allied  to  muscular  rheumatism  and 
rheumatoid  arthritis,  but,  as  I  think,  upon  insufficient  grounds. 
The  incidence  of  rheumatism  upon  the  families  of  these 
patients  is  no  greater  than  the  average  rate  of  the  whole 
population.  The  evidence  of  arthritis  is  entirely  wanting  in 
nearly  all  the  cases,  and  is  quite  inadequate  in  the  others 
(Henry,"^  Minkewitsch),  while  the  skiagrams  in  the  present 
case  and  the  skeletons  in  museums  show  none  of  the  typical 
lesions  of  osteo-arthritis.  The  occasional  occurrence  of  pain 
in  the  affected  parts  is  common  to  so  many  diseases  that  it 
tells  little  in  favour  of  rheumatism. 

Pincus  believes  it  to  be  of  the  nature  of  a  new  growth,  and 
it  seems  to  me  that  in  its  multiplicity,  its  limitation  to  a 
certain  mesoblastic  area,  and  its  benignity,  it  may  be  com- 
pared to  the  multiple  fibroma  which  we  occasionally  see 
covering  the  skin  and  on  the  nerves  Like  the  present  dis- 
ease, multiple  fibroma  is  a  congenital  affection,  increasing  by 
continually  attacking  fresh  areas,  but  always  giowiug  from 
one  tract  of  tissue,  the  nerve  sheaths,  and  not  involving  any 
other  either  by  continuity  or  by  metastasis.  The  ossifyiug 
growths  of  myositis  ossificans  do  not  at  first  sight  resemble 
tumours,  for  they  are  very  ill- defined  and  melt  into  the  sur- 
rounding fibrous  tissue;  but  we  have  the  highest  authority, 
Virchow^s,  for  saying  that  it  is  impossible  to  define  exactly 
where  tumour  ends  and  inflammation  begins,  and  I  think  this 
characteristic  is  not  by  itself  sufficient  to  rule  it  out  of  the 
histioid  or  simple  tumours.  The  chief  difficulty  is  the  mal- 
development  of  the  toes  Avhich  occurs  so  often  as  to  be  a 
mark  of  the  disease,  and  which  it  is  difficult  to  connect  with 
new  growth.  I  should  not,  however,  myself  consider  this  an 
insuperable  objection  to  Pincus^s  view,  but  should  rather,  on 
the  contrai'v,  hope  that  pathologists  would,  through  this  fact, 
obtain  some  light  upon  the  development  of  tumour.  In  this 
extraordinary  disease  we  seem  to  be  on  the  borderland 
between   malformation  and    new   growth,   and  it  is  here,  if 

*  Tlie  Irish  clergy,  of  whom  Henry  was  one,  appear  to  liave  been  keenly 
interested  in  disease.  Another  case  of  this  disorder  was  recorded  bv  the  Bishop 
of  Cork. 


DESCRIPTION  OF  PLATE  I. 

Illustrating  Dr.  Herringham's  case  of  Myositis  Ossificans  Progressiva. 

Fig.  1. — Showing  the  extreme  limit  of  abduction  of  the  arms,  and 
the  bent  position  of  the  neck  and  trunk. 

Fig.  2. — Showing  the  microdactyly  of  the  big  toes. 
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anywhere,  that  I  should  hope  to  get  some  insight  into  the 
abnormal  development  which  most  pathologists  believe  to 
underlie  tumour  formation.  It  is  a  true  saying  that  excep- 
tions prove  the  rule. 

The  name,  although,  I  believe,  entirely  false,  is  not  likely 
to  be  displaced  until  the  pathology  is  more  certain. 

For  full  accounts  and  bibliography  see  Pincus,  Deutsche 
Zeitschriftf.  Chirurgie,  vol.  xliv,  1897,  pp.  179 — 240;  Stonham, 
Lancet,  1892,  vol.  ii. 
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II. — Cases  illustrafuLg  the  Association  of  Congenital 
Heart  Disease  with  the  *'  Mongolian "  form  of 
Idiocy.  B}^  Akchibald  E.  Gakrud,  M.A.,  M.D., 
F.R.C.P.    ^Beacl  October  14,  1898. 

ClASES  which  have  come  under  my  observation  during  the 
'  past  few  years  have  led  me  to  believe  that  a  special  con- 
nection exists  between  congenital  heart  disease  and  that  form 
of  imbecility  which  is  chai*acterised  by  the  "  Mongolian  "  type 
of  countenance. 

It  is  in  no  way  surprising  that  two  such  cougenital  defects 
should  be  met  with  in  the  same  subject,  for  in  a  considerable 
proportion  of  cases  of  congenital  heart  disease  associated 
malformations  are  present,  either  of  external  parts  or  of  the 
internal  viscera. 

Among  several  cases  illustrating  such  associations  which 
I  briefly  recorded  in  a  paper  written  in  1894  *  was  one  which 
illustrates  the  particular  point  under  discussion. 

Case  1. — The  patient,  Annie  M.,  get.  18  months,  had  been 
cyanotic  from  birth,  and  showed  conspicuous  clubbing  of  the 
nose,  fingers,  and  toes.  The  child  was  a  typical  "  Mongol  '* 
idiot,  and  was  subject  to  convulsions  which  were  attended  by 
an  extreme  degree  of  cyanosis.  A  loud  systolic  murmur  was 
heard  widelj"  over  the  surface  of  the  chest.  The  child  died 
at  her  home  in  the  country,  aud  no  post-mortem  examination 
was  obtained. 

Since  the  publication  of  the  paper  above  referred  to  I 
have  met  with  four  other  cases  illustrating  the  same  associa- 
tion, and  I  am  indebted  to  my  colleague,  Dr.  Colman,  for  the 
opportunity  of  seeing  aud  examining  one  of  these.  A  sixth 
case,  also  under  Dr.  Colman's  care,  has  not  been  included  in 
the  series  because  the  child  deviated  in  some  respects  from 
the  ''  Mongolian"  type,  especially  in  the  shape  of  its  head. 

Case  2. — Stanley  C,  aet.  8  months,  is  a  first  child.  His 
parents  are  not  blood  relations,  aud  there  is  no  idiocy  or 
insanity  in  the  family  of  either  father  or  mother.  The  child 
presents  the  characteristic  "  Mongol "  facies,  the  eyes  slope 

*  St.  Bartholomew's  Hospital  Meports,  xxx,  p.  53,  1894. 
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downwards  towards  the  nose,  and  there  is  marked  epicanthus. 
The  lower  jaw  is  underhung,  the  tongue  is  almost  constantly 
protruded,  and  is  often  thrust  far  out  of  his  mouth,  assuming 
at  the  same  time  a  peculiar  {)ointe(l  form  at  the  tip.  'i'he 
shape  of  the  head  is  also  chai-acteristic,  the  child  being 
markedly  brachiucephalic. 

There  is  well-marked  cyanosis  of  the  skin  and  mucous 
membranes,  which  becomes  greatly  intensified  when  the 
child  cries.     The  fingers  and  toes  are  not  obviously  clubbed. 

The  heart's  apex-beat  lies  about  an  inch  outside  the  nipple 
line.  The  cardiac  dulness  cannot  be  traced  to  the  right  of 
the  sternum.  A  systolic  thrill  is  palpable  all  .over  the  pra3- 
cordial  area,  and  a  loud  systolic  murmur  is  heard  which  has 
its  maximum  intensity  to  the  left  of  the  sternum,  at  about 
the  fourth  interspace.  The  murmur  is  certainly  less  loud  in 
the  aortic  and  pulmonic  areas. 

Case  3. — R.  R.,  female  get.  16  months.  The  patient's 
mother  suffered  from  rheumatism  just  before  pregnancy. 
There  are  three  other  children,  none  of  whom  are  cyanotic. 
The  child  has  the  features  of  "  Mongolian  "  idiocy  already 
referred  to,  and  is  subject  to  convulsions.  The  face  has  a 
dusky  tint,  and  there  is  cyanosis  of  the  fingers  and  toes  at 
times. 

The  limits  of  the  cardiac  dulness  are  not  easily  made  out. 
There  is  a  blowing  systolic  murmur  heard  all  over  the  cardiac 
area,  having  its  maximum  intensity  in  the  pulmonic  area, 
where  also  the  second  sound  is  markedly  accentuated.  At 
the  aortic  base  the  second  sound  is  feeble. 


Case  4. — Lily  J.,  set.  3  years.  The  parents  are  not  blood 
relations,  and  the  other  children  of  the  family  (eight  in 
number)  are  healthy  and  quite  intelligent.  One  of  the 
father's  brothers  is  insane. 

The  child  shows  conspicuous  signs  of  rickets,  and  the 
skull  exhibits  four  pronounced  bosses.  The  face  shows  the 
characteristic  "  Mongolian  "  features,  the  lower  jaw  is  under- 
hung, and  the  tongue  is  usually  protruded  or  thrust  into  the 
lower  lip.  The  palate  is  high  and  arched.  The  child  is 
backward,  does  not  walk  or  talk,  but  takes  notice  and  is  clean 
in  her  habits.  There  is  well-marked  cyanosis,  and  the  fingers 
and  toes  are  clubbed. 

The  heart's  apex-beat  lies  just  without  the  nipple  line,  and 
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the  cardiac  dulness  extends  about  au  inch  to  the  right  of 
the  sternum.  No  thrill  is  felt,  but  a  loud  systolic  murmur  is 
heard  over  a  wide  area,  having  its  maximum  intensity  at 
the  pulmonic  base,  but  is  also  heard  loudly  below  the  right 
clavicle.  The  second  sound  is  accentuated  in  the  pulmonic  area. 

Case  5. — This  is  the  case  kindly  sent  to  me  by  Dr.  Colman. 
Annie  P.,  set.  3  years,  is  the  fifth  child  of  her  parents,  whose 
four  other  children  are  quite  normal.  She  also  is  a  typical 
"  ^Mongol "  idiot,  can  talk  a  little,  and  has  learned  to  walk 
during  tlie  past  eight  months.  She  is  rather  mischievous 
and  spiteful,  but  is  clean  in  her  habits.  The  palate  is  narrow 
and  high-arched.  There  is  no  obvious  cyanosis,  but  the  child 
is  said  to  be  blue  at  times.  The  fingers  and  toes  are  not 
clubbed. 

The  heart's  apex  lies  half  an  inch  outside  the  nipple  line ; 
the  dulness  cannot  be  traced  to  the  right  of  the  sternum.  At 
the  apex  a  harsh  whiffing  systolic  murmur  is  heard,  but  there 
is  no  thrill,  and  the  murmur  is  not  conducted  towards  the  base 
of  the  heart. 

In  this  case  the  evidence  for  the  congenital  nature  of  the 
cardiac  lesion  is  less  obvious  than  in  the  others  quoted. 

Remarks. — If,  in  the  course  of  a  few  years,  among  the 
comparatively  small  number  of  imbecile  children  who  are 
brought  to  the  out-patient  department  of  a  children's  hospital, 
such  a  series  of  cases  may  be  met  with,  one  might  reasonably 
expect  that  the  far  wider  field  of  a  large  idiot  asylum  would 
afford  numerous  examples  of  the  association  in  question.  This 
is^  however,  not  the  case. 

In  reply  to  an  inquiry  on  this  point  Dr.  Fletcher  Beach 
was  good  enough  to  inform  me  that  although  the  occurrence 
of  congenital  heart  disease  in  idiots  was  specially  inquired 
into  by  him  when  at  Darenth,  he  only  met  with  a  single 
example  of  that  condition  among  some  two  thousand  imbecile 
children,  and  that  in  a  patient  who  was  not  a  "  Mongol " 
idiot.  Dr.  Shuttleworth  also  tells  me  that  although  he  has 
a  strong  impression  that  he  has  seen  such  cases  he  cannot 
lay  his  hand  upon  the  notes  of  any  examples  of  the  associa- 
tion. Nor  did  a  somewhat  extended  search  through  the  lite- 
rature bring  to  light  any  statement  supporting  the  view  here 
maintained,  although  in  his  contribution  to  the  discussion  on 
sporadic  cretinism  at  the  Carlisle  meeting  of  the  British 
Medical  Association,  Dr.  Telford  Smith,"^  in  advocating 
*  British  Medical  Journal,  1896,  ii,  p.  616. 
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thyroid  treatment  in  cases  of  Mongolian  idiocy,  said,  "Caution 
should  be  observed  in  the  dose,  as  the  lieart  is  undersized  and 
weak  in  these  patients."  I  am  indebted  to  Dr.  Telford  Smith 
for  the  opportunity  of  examining  the  heart  of  a  female  idiot 
of  this  class  who  died  at  the  age  of  fifteen  years.  The  heart 
weighed  only  three  ounces  when  removed  from  the  body,  but 
was  normal  in  structure. 

However,  in  a  quite  recent  paper  "On  the  Diagnosis  and 
Prognosis  of  Certain  Forms  of  Imbecility  in  Infancy," 
Dr.  John  Thomson,*  speaking  of  the  Mongolian  form,  says, 
*'In  three  cases  I  have  found  congenital  heart  disease." 

Dr.  Thomson  has  very  kindly  supplied  me  with  further  in- 
formation about  these  three  patients.  All  of  them  were  under 
four  years  of  age,  all  were  girls  (and  it  may  be  pointed  out 
that  of  the  five  patients  referred  to  above  four  were  also 
females),  and  two  have  already  died,  one  from  dyspepsia  and 
debility,  and  the  other  with  pneumonia.  A  post-mortem 
examination  in  one  case  showed  extreme  tricuspid  incompe- 
tence. 

I  am  inclined  to  think  that  the  explanation  of  the  contrast 
between  the  experience  at  hospitals  and  at  training  institu- 
tions for  imbecile  children  is  that  the  Mongolian  idiots  with 
heart  disease  do  not,  as  a  rule,  survive  to  the  minimum  age  for 
admission  to  such  institutions,  and  hei'e  my  own  experience  is 
in  complete  accord  with  that  of  Dr.  John  Thomson.  It  will 
be  noticed  that  of  my  five  patients  three  were  under  two 
years  of  age  when  seen,  and  of  these  one  has  certainly  already 
succumbed,  whereas  the  remaining  two  had  reached  the  age 
of  three  years. 

Dr.  Thomson  tells  me  that  of  thirteen  "  Mongol "  children 
of  whose  cases  he  has  notes  the  three  already  mentioned  had 
congenital  heart  lesions,  whereas  amongst  the  much  larger 
number  of  older  "  Mongols  "  whom  he  has  seen  he  does  not 
remember  any  with  murmurs. 

Congenital  cardiac  lesions  are  occasionally  met  with  in  idiots 
of  other  kinds,  but  in  my  experience  much  less  frequently. 
I  have  notes  of  only  one  patient  under  my  own  care,  in  which 
the  mental  defect  did  not  conform  to  any  of  the  special  types, 
and  Dr.  Herringham  has  kindly  afforded  me  the  opportunity 
of  examining  a  microcephalic  idiot  aged  fifteen  months,  under 
his  care,  who  has  spastic  diplegia,  and  has,  in  addition,  a  loud 

*  Scottish  Medical  and  Surgical  Journal,  March,  1898,  iii,  p.  203. 
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systolic  murmur  most  intense  in  the  pulmonic  area,  together 
with  a  moderate  degree  of  cyanosis.  Mr.  John  Harold*  has 
recently  recorded  the  case  of  an  idiot  boy  with  acquired 
heart  disease,  which  was  probably  grafted  upon  a  congenital 
lesion. 

In  conclusion,  I  may  mention  that  of  the  various  malfor- 
mations and  perversions  of  development  which  I  have  met 
with  in  association  with  congenital  heart  disease,  no  one  has 
been  present  in  so  many  cases  as  the  Mongolian  type  of 
idiocy. 

*  Lancet,  1898,  ii,  p.  499. 
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111. — Eri/theina  Enematogenes  {Enema  Rash)  in  Chil- 
dren. By  George  F.  Still,  M.D.  Bead  October 
U,  1898. 

THE  occasional  occurrence  of  a  rash  after  the  administration 
of  an  enema  is  now  a  recognised  fact.  Cases  in  adults 
have  been  recorded  from  time  to  time  in  the  journals^  but 
scarcely  any  in  children. 

Having  regard  to  the  importance  of  diagnosing  this  con- 
dition from  certain  of  the  specific  fevers,  I  venture  to  bring 
before  the  Society  some  observations  on  its  occurrence  in 
childhood. 

The  description  given  here  is  based  on  twenty-six  cases 
which  occurred  at  the  Hospital  for  Sick  Children,  Great 
Ormond  Street.  It  is  hardly  necessary  to  discuss  the  fact 
of  the  causal  relation  of  the  enema  to  the  rash.  The  almost 
constant  character  and  distribution  of  the  rash,  its  occurrence 
within  a  few  hours  after  the  enema,  and  its  repeated  occur- 
rence in  some  cases,  each  time  just  after  an  enema  (in  two  chil- 
dren the  rash  occurred  thus  three  times),  all  seem  to  point  to 
the  enema  as  the  cause  of  the  eruption. 

The  appearance  of  the  rash  is  fairly  constant ;  it  consists 
of  slightly  raised  bright  red,  almost  scarlet,  erythematous 
patches  of  irreg-ular  shape,  separated  from  one  another  by 
normal  skin.  With  these  larger  patches  may  be  seen  much 
smaller  round  patches,  papular  in  appearance  but  flat-topped, 
by  the  coiifluence  of  which  some  of  the  larger  patches  appear 
to  be  formed. 

The  distribution  is  very  characteristic.  The  almost  con- 
stant situations  of  the  rash  are  the  front  of  the  knees,  the 
extensor  surface  of  the  elbows,  the  buttocks,  and  the  face, 
especially  about  the  cheeks  and  chin.  The  rash  tends  to  be 
symmetrical.  It  ma}-  spread  to  other  parts  of  the  limbs  and 
trunk  ;  it  affects  the  extensor  surfaces  of  the  limbs  chiefly, 
and  is  never,  I  think,  seen  on  the  palms  or  soles.  In  addition 
to  the  rash  already  described  there  is  in  some  cases  a  more 
diffuse  scarlatiniform  erythema,  especially  on  the  trunk,  and 
this  may  appear  earlier  than  the  characteristic  raised  patches, 
which,  however,  often  appear  in  the  usual  situations  a  few 
hours  later,  even  when  the  scarlatiniform  rash  is  very  inarked 
elsewhere. 
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In  none  of  the  cases  was  any  urticaria  observed,  but  I 
should  mention  here  that  some  Avriters  have  stated  that 
urticaria  may  be  produced  by  eneraata. 

Itching  is  often  absent  altogether,  and  even  when  present 
is  extremely  slight ;  the  older  children  said  that  there  was  a 
little  irritation  when  the  rash  first  appeared,  but  none  after- 
wards. The  time  of  appearance  of  the  rash  after  the  enema  is 
usually  twelve  to  twenty-four  hours ;  the  minimum,  as  will 
be  seen  from  the  table  below,  was  two  and  a  half  hours,  the 
maximum  forty-two  hours. 

The  exact  duration  of  the  rash  is  difiicult  to  determine, 
but  the  figures  given  are,  as  near  as  possible,  correct.  The 
duration  is  usually  twenty-four  to  forty-eight  hours ;  the 
minimum  was  twelve  hours,  the  maximum  three  days. 

There  was  no  constitutional  disturbance  whatever  asso- 
ciated with  the  rash  ;  the  temperature  did  not  rise  at  all  iu 
any  of  the  cases.  The  enema  used  was  m  every  case,  except 
one,  of  plain,  yellow,  hard  soap  with  water;  in  two  cases  olive 
oil,  and  iu  one  c;istor  oil  had  also  been  injected ;  in  one  case 
(8j  a  rash  which  followed  the  use  of  a  soap  enema  had  faded 
and  almost  disappeared  when  an  enema  of  plain  warm  water 
(fifteen  ounces)  was  given,  and  twelve  hours  later  the  rash 
had  reappeared. 

Xo  relation  to  the  amount  of  the  enema  could  be  traced; 
in  most  of  the  cases  15  oz.  to  20  oz.,  but  in  one  case  only 
7  oz.  were  used.  The  time  that  the  enema  was  retained  also 
varied  considerably  ;  in  some  cases  it  was  returned  almost  im- 
mediately, in  others  it  was  retained  for  a  quarter  of  an  hour 
or  more,  and  even  large  enemata  may  certainly  be  retained 
for  a  much  longer  time  without  producing  a  rash. 

The  duration  of  the  preceding  constipation  seems  to  bear 
little  if  any  relation  to  the  occurrence  of  the  rash ;  naturally 
in  most  cases  enemata  were  used  on  account  of  prolonged 
constipation,  but  in  several  cases  the  bowels  had  only  been 
confined  one  day,  and  in  one  surgical  case  it  was  particularly 
noticed  that  the  bowels  had  been  loose  for  several  days  before 
the  enema  was  given.  The  tendency  for  the  rash  to  occur 
after  the  first  enema  rather  than  after  any  subsequent 
enemata  is  very  curious ;  in  no  less  than  seventeen  out  of 
twenty-six  cases  the  enema,  after  which  the  rash  occurred, 
was  the  first  Avhicli  was  given  after  admission  to  the  hospital. 
This  can  hardly  be  an  accident,  for  in  most  of  the  cases  other 
enemata  were  given  subsequently,  but  in  only  two  of  the 
cases  were  any  of  the  subsequent  enemata  followed  by  a  rash. 


{Enema  Bash)  in  Children.  IS. 

There  seems  to  be  less  tendency  to  enema  rasli  in  children 
below  the  age  of  six  years  than  in  those  between  six  and 
twelve  years  of  age ;  nineteen  of  the  twenty-six  cases  were 
over  the  age  of  six  years,  the  youngest  in  whom  the  rash 
occurred  was  aged  two  years  and  four  months.  This  difference 
did  not  seem,  so  far  as  could  be  ascertained,  to  be  altogether 
accounted  for  by  any  corresponding  difference  in  the  fre- 
quency of  use  of  enemata  at  these  ages. 

'I'he  exanthemata  with  which  the  enema  rash  is  most  likely 
to  be  confused  are  scarlet  fever,  rotheln,  and  measles. 

The  most  important  points  in  the  diagnosis  are  the  occur- 
rence just  after  an  enema,  the  distribution,  the  absence  of 
constitutional  symptoms,  particularly  sore  throat,  coryza,, 
and  pyrexia,  and  the  absence  of  enlargement  of  cervical 
glands.  T  am  aware  that  cases  have  been  recorded  in  which 
sore  throat  and  pyrexia  occurred  with  a  rash  after  an  enema, 
but  in  such  cases  the  diagnosis  must  be  made  with  extreme 
caution. 

I  might  further  meution  that  the  possibility  of  desquama- 
tion after  an  enema  rash  may  add  to  the  difficulties  of 
diagnosis.  As  a  rule,  there  is  certainly  no  desquamation, 
but  1  have  recently  seen  a  case  which  suggests  that  this  may 
occur.  A  boy  set.  10  years,  with  diphtheria,  had  a  soap, 
enema ;  twelve  and  a  half  hours  later  a  scarlatinif orm  rash 
appeared  on  the  legs  and  backs  of  elbows,  and  rapidly  spread 
over  the  rest  of  the  trunk  and  limbs,  leaving  here  and  there 
islands  of  normal  white  skin.  There  was  only  slight  furring 
of  the  tongue,  the  skin  was  not  very  hot,  the  diphtheritic 
membrane  had  almost  disappeared  from  the  throat,  which 
showed  no  fresh  redness  or  exudation  ;  the  rash  was,  perhaps, 
a  little  more  coarsely  punctate  than  that  of  scarlet  fever,  and 
there  was  some  on  the  face.  The  case  was  isolated  for  about 
forty-eight  hours,  and  then,  as  the  balance  of  evidence 
appeared  to  be  in  favour  of  an  enema  rash,  the  child  was  re- 
admitted to  the  ward  with  several  other  children  who  had  not 
had  scarlet  fever.  A  few  days  later  fine  but  distinct  desqua- 
mation appeared  on  the  trunk  and  arms,  at  some  parts 
branny,  at  others  in  small  rings ;  in  spite,  however,  of  the 
desquamation  the  child  was  kept  in  the  Avard  nearly  a  fort- 
night, and  no  infection  of  other  children  occurred. 

The  diagnosis  from  scarlet  fever  in  such  a  case  is  one  of 
extreme  difficulty,  and  I  may  refer  in  this  connection  to  the 
so-called  "  surgical  scarlet  fever."  It  has  been  proved,  I 
think  beyond  dispute,  that  some  of  those  cases  occurring  after- 


14  Dr.  Still's  Cases  of  Erythema  Enematogenes 

operations  are  true  scarlet  fever  ;  but  it  is^  I  think,  also  highly 
probable  that  some  of  them  are,  as  has  been  suggested,* 
examples  of  enema  rash,  due  to  the  enema  administered  before 
operation. 

The  pathology  of  the  enema  rash  is  somewhat  uncertain. 
Like  erythema  from  other  sources,  its  immediate  cause,  no 
doubt,  is  a  dilatation  of  the  cutaneous  vessels,  and  this  is  to  be 
regarded  as  a  vaso-motor  phenomenon.  The  uncertainty, 
however,  remains  as  to  the  precise  relation  of  the  enema  to 
this  vaso-motor  phenomenon.  Three  possible  explanations 
suggest  themselves  : 

1.  That  the  vaso-motor  change  is  due  to  some  toxic 
substance  in  the  soap  of  the  enema,  such  substance  being 
derived  possibly  from  the  fats  or  from  resin  used  in  the 
manufacture  of  the  soap. 

2.  That  the  vaso-motor  change  is  due  to  some  faecal  toxin 
absorbed  from  the  large  intestine,  this  toxin  being  dissolved 
by  the  fluid  enema,  and  so  rendered  more  easy  of  absorption. 

3.  That  the  vaso-motor  change  is  a  purely  reflex  pheno- 
menon. 

The  view  that  the  rash  is  caused  by  the  soap  has  been 
supposed  to  receive  support  from  the  fact  that  certain  soaps, 
e.  g.  soft  soap,  have  not  been  followed  by  rashes,  while  the 
cases  where  a  rash  has  occurred  have  almost  always  received 
enemata  of  the  common  hard  yellow  soap,  which  is  therefore 
supposed  to  be  particularly  liable  to  cause  the  rash.  The 
weak  point  in  this  argument  is  the  comparative  rarity  of  the 
rash  with  any  soap,  and  the  consequent  difficulty  of  excluding 
the  possibility  of  its  occurrence  with  any  given  soap.  The 
fact  that  almost  all  the  cases  have  occurred  with  the  use  of 
ordinary  hard  yellow  soap  is  only  what  might  be  expected, 
since  this  soap  is  almost  always  used  for  enemata.  So  far, 
however,  as  the  evidence  goes,  there  seems  to  be  less  ten- 
dency to  the  rash  after  an  enema  of  soft  soap  than  after  one 
of  hard  soap.  The  strong  alkalinity  of  the  hard  soap  might 
be  thought  to  bear  some  relation  to  the  rash,  but  repeated 
use  of  enemata  of  warm  water  made  strongly  alkaline  Avith 
Sod.  Bicarb,  failed  to  produce  a  rash  in  any  case. 

There  are, however,  great  difficulties  in  accepting  this  view.  • 
If  a  particular  substance  in  a  particular  soap  be  the  cause  of 
the  rash,  one  would  expect  that,  where  one  half  of  a  vei'y 
small  piece  of  soap  used  for  an  enema  had  been  followed  by 
a  rash,  the  other  half  also  would  produce  a  rash.  Repeated 
*  Gardner,  Lancet,  1895,  ii,  p.  912. 
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observations  at  the  Hospital  foi-  Sick  Children  showed  that 
this  did  not  liappen.  If^  at^-ain,  some  idiosyncras}' predisposes 
to  a  rash  when  soap  is  used  for  the  enema,  it  is  difficult  to 
understand  why  the  rash  so  rarely  recurs  after  subsequent 
enemata  in  the  same  patient. 

A  very  strong  argument  against  this  view  is  found  in  the 
recrudescence  of  the  fading  erythema  in  Case  8.  Here,  when 
the  rash  was  fading  and  had  almost  disappeared,  an  enema  of 
plain  Avarm  water  was  given,  and  the  rash  reappeared  within 
the  next  twelve  hours.  This  would  seem  to  show  that  the  rash 
may  be  produced  by  an  enema  of  plain  water,  but  such  a  case 
is  hardly  conclusive,  and  it  must  be  admitted  that  subsequent 
repeated  attempts  to  obtain  a  rash  by  enemata  of  plain  warm 
water  failed  in  every  case."^ 

The  second  theory,  that  the  rash  is  caused  by  absorption  of 
some  toxin  from  the  f feces,  seems  likely, but  is  difficult  to  prove. 
Normally,  of  course,  the  feeces  are  more  or  less  solid  in  the 
large  intestine,  and,  as  thefgeces  approach  the  rectum,  almost 
all  the  fluid  has  been  absorbed,  so  that  any  toxic  substance 
formed  (and  it  is  known  that  considerable  changes  occur-in  the 
fgeces  in  the  lai'ge  intestine)  would  be  absorbed  with  difficulty. 
It  is  easy  to  imagine  that  a  large  quantity  of  fluid  injected 
into  the  lai'ge  intestine  may  dissolve  out  certain  toxic 
constituents  of  the  faeces,  and  that  these  constituents  being 
absorbed  pass  into  the  circulation,  and  so  produce  the  rash 
by  some  central  vaso-motor  disturbance.  Such  a  view  may 
be  supported  by  analogy.  The  occurrence  of  tetany  after 
washing  out  the  stomach  is  probably  an  exactly  similar 
phenomenon.  The  occurrence,  also,  of  headache  shortly  after 
the  use  of  enemata  is  almost  cei-tainly  similar  in  its  pathology. 
I  recall  such  a  case  in  a  boy  aged  seven  years,  who  suffered 
from  chronic  constipation ;  his  mother,  an  intelligent 
observer,  noticed  that  the  use  of  enemata,  which  were 
constantly  needed,  was  frequently  followed  by  occipital  head- 
ache. It  seemed  possible  that  some  evidence  of  such 
absorption  might  be  found  in  the  urine,  but  I  have  failed  to 
find  any  such  evidence,  and  there  is  no  increase  of  indican  in 
the  urine. 

Tlie  recurrence  of  the  rash  after  a  plain  water  enema 
certainly  seems  to  favour  this  view,  which  would  also   accord 

*  Since  this  paper  was  written  Dr.  Raymond  Crawfurd  has  recorded  a  case 
in  which  a  rash  was  produced  "  whenever  an  enema  was  administered,  and  this 
indifferently  as  to  whether  tlie  enema  was  of  water,  or  soap  and  water." 
{Therapeut.  Gaz.,  Oct.,  1898,  p.  661.) 
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well  with  the  rarity  and  uncertainty  of  the  occurrence  of  the 
rash,  if  it  be  supposed  that  the  toxin  which  produces  it  is 
only  occasionally  present  in  the  fteces.  In  this  way  also  the 
tendency  to  occur  only  with  a  first  enema  might  be  explained, 
the  unusual  toxic  substance  being  cleared  out  of  the  intestine 
by  the  first  enema. 

The  third  explanation  which  seems  possible  has  also  some 
support  in  analogy.  That  direct  reflex  effects  may  be  pro- 
duced thus  is  shown  by  the  occasional  occurrence  of  fainting 
immediately  after  administration  of  an  enema.  I  have  known 
this  to  happen  once  or  twice  in  children. 

The  tendency  to  occurrence  only  after  the  first  enema 
might  be  explained  on  this  view,  but  it  is  difficult  to  imagine 
that  the  appearance  of  the  rash  could  be  delayed  twelve  to 
twenty-four  hours  after  the  enema. 

On  the  whole,  it  seems  reasonable  to  regard  the  rash  as 
due  to  a  vaso-motor  change  produced  by  absorption  from  the 
intestine,  either  of  some  constituent  of  the  enema,  or  of  some 
constituent  of  the  fteces.  Further  observations  are  required, 
however,  before  it  can  be  decided  from  which  of  these  sources 
the  toxin  is  absorbed.  In  conclusion,  I  should  like  to  point 
out  that,  although  the  enema  rash  is  merely  one  variety  of 
erythema,  distinguished  chiefly  by  its  aetiology,  it  has,  never- 
theless, a  fairly  characteristic  appearance  and  course,  and  has, 
moreover,  an  importance  altogether  out  of  proportion  to  its 
significance  per  se,  inasmuch  as  it  is  particularly  liable  to  be 
mistaken  for  some  of  the  exanthems  ;  with  the  object,  there- 
fore, of  emphasising  its  existence,  I  have  ventured  to  suggest 
for  it  the  name  of  erythema  enematogenes. 


{Enema  Rash)  in  Children. 


17 


Table  of  Twenty-six  Gases  in  which  Enema  Rash  occurred  in 
Children  under  Twelve  Years  of  Age. 


1 

Interval 

c  • 

between 

.=             Name. 

Age. 

eiienin  and 

Duration 
ot°  rash. 

Remarks. 

Disease. 

B 
S 

appearance  of 

S5 

rasli. 

1  Louisa  J.  .     . 

7  yrs. 

30  hours 

12  hours 

Hard  yellow  soap 

Typhoid. 

2  Louisa  J.  .     . 

7  yrs. 

12  hours 

2^  dHys 

Hard  yellow  soap 

Typhoid. 

3  Louisa  J,  .     . 

7  vrs. 

12  hours 

2  days 

Hard  yellow  soap 

Typhoid. 

4  Ethel  M.  .     . 

! 

10  yrs. 

22  hours 

24  hours 

Soap  enema  gxviij, 
retained  2  minutes 

Diphtheria 
(no  anti- 
toxin). 

5j  Gladys  T. 

9  yrs. 

12  hours 

48  hours 

Soap  enema 

Tonsillitis. 

6iLydiaC.    .     . 

9  yrs. 

17  hours 

— 

Soap  enema  5xx, 

Hip  disease. 

retained  3  minutes. 

7 

HughB.   .     . 

10  yrs. 

22  hours 

36  hours 

3  soap  enemata  and 

1  of  olive  oil  at  short 

intervals 

Tubercular 
glands. 

8  Hugh  B.   .     . 

10  yrs. 

12  hours 

~ 

Plain  water  gxv, 

given  after  rash  (7) 

had  faded 

9  Hugh  B.   .     . 

10  yrs. 

18  hours 

29  hours 

2  soap  enemata 



10  Geoi-ge  E.      . 

11  yrs 

36  hours 

— 

Soap  enema 

Abdominal 
tuberculosis. 

11  Harold  D.      . 

10  yrs. 

18  hours 

28  hours 

2  soap  enemata  and 
1  of  olive  oil 

Constipa- 
tion. 

12  Frank  H.  .     . 

11  yrs. 

12  hours 

48  hours 

Soap  enema  with 
olive  and  castor  oil 

Constipa- 
tion. 

13  William  W.  . 

9  vrs. 

14  hours 

29  hours 

Soap  enema 

Typhoid. 

14  Arthur  F.  .     . 

3i  yrs. 

4  hours 

3  days 

Soap  enema 

Hip  disease. 

15  Bernard  W.  . 

1 

5i  yrs. 

35  hours 

2  days 

Soap  enema  gxvj, 
retained  5  minutes 

Cleft  palate. 

16i  John  B.     .     . 

lOj  yrs 

24  hours 

36  hours 

Soap  enema  5xvj, 

Lachrymal 

retained  15  minutes 

abscess. 

17 

Fred.  S.     .     . 

4i  yrs. 

2j  hours 

2  days 

Soap  gvij, 
retained  3  minutes 

Chronic, 
arthritis. 

18 

Constance  M. 

lOf  yrs 

20  hours 

— 

Soap  ^xiv, 
retained  5  minutes 

Chronic 
arthritis. 

19 

William  T.     . 

lOiyrs 

42  hours 

46  hours 

Soap  enema 

Chorea. 

20 

Ward  AL  .     . 

10  yrs. 

12  hours 

36  hours 

Soap  enema 

Appen- 
dicitis. 

21 

Joseph  M. 

oi  yrs. 

13^  hours 

30  hours 

Soap  5XV, 
returned  immediately 

Hip  disease. 

22i  Frank  W.      . 

1 

2J  yrs. 

12  hours 

24  hours 

Soap  5X, 
retained  a  few 

Prolapse  of 
rectum. 

seconds 

23 

George  S. .     . 

lUyrs 

32  hours 

2i  days 

Soap  5XX, 
retained  10  minutes 

Typhoid. 

24;  Charles  D.     . 

6^  yrs. 

15  hours 

2^  days 

Plain  water  gx, 

followed  2^  hours 

later  by  soap  gx  with 

olive  oil 

Otorrhcea. 

2.5  Albert  T.  .     . 

6  yrs. 

18  hours 

— 

Soap  5xx 

Necrosis  of 
sacrum. 

26  Herbert  H.    . 

9  yrs. 

34  hours(?) 

2  days 

Soap  gxx, 
retained  3  minutes 

Tubercular 
dactylitis. 
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IV. — A  case  in  which  a  Vermiform  Appendix  occupy- 
ing a  Hernial  Sac  ivas  found  perforated  hij  a  Pin. 
By  Charters  J.  Symonds.     Read  October  14,  1898. 

JANE  P.,  {fit.  18,  was  sent  into  Guy's  Hospital  by  Mr.  F.  K. 
Holmau  of  Hampstead,  and  was  admitted  under  the  care 
of  Mr.  Symonds  on  June  12,  1893.  Three  years  before 
admission  the  patient  noticed  a  swelling  in  the  right  groin, 
which  was  easily  reducible.  It  gave  no  trouble  till  one  week 
ago,  when  she  had  sudden  pain  while  at  stool.  When  first 
seen  by  Mr.  Holraan  the  swelling  was  painful  and  tender, 
but  there  were  no  symptoms  of  strangulation.  As  the  case 
progressed  it  resembled  an  inflamed  gland  more  than  a 
hernia.  When  admitted  the  acute  symptoms  had  subsided, 
the  swelling  was  about  the  size  of  a  walnut,  elastic,  and 
tender.  The  diagnosis  lay  between  a  piece  of  incarcerated 
omentum,  a  cyst  in  the  canal,  and  a  prolapsed  ovary.  On 
incising,  a  sac  was  opened  containing  some  serous  fluid  and 
a  hard  elongated  swelling,  looking  like  a  piece  of  omentum. 
On  raising  this  the  end  of  a  pin  was  exposed,  protruding  from 
the  central  swelling.  On  opening  this  up,  it  was  found  lined 
by  mucous  membrane,  and  a  probe  could  be  passed  into  the 
Cfecum.  The  mass,  1^  inches  long,  which  proved  to  be  the 
appendix,  was  removed  ;  the  canal  was  closed  with  sutui-es, 
and  a  drainage-tube  inserted  into  the  superficial  part.  The 
patient  did  well,  and  was  discharged  July  19. 

Remarks. — The  presence  of  the  appendix  together  with 
the  caecum  in  a  hernial  sac  is  by  no  means  uncommon.  In 
this  case  it  alone  occupied  a  patent  funicular  process,  and 
was,  moreover,  the  subject  of  disease.  I  have  once  before 
seen  a  gangrenous  appendix  in  this  position,  where,  in  the 
absence  of  general  signs  of  strangulation,  the  patient  was  not 
sent  in  for  operation  till  general  peritonitis  had  arisen.  In  a 
recent  case,  admitted  to  Guy's  Hospital  for  obstruction  and 
peritonitis,  we  found  a  small  hernial  sac  in  the  inguinal  canal. 
On  incising  this  a  large  amount  of  foul  pus  was  evacuated,  and 
on  opening  the  abdominal  cavity  freely  the  gangrenous 
appendix  was  found  lying  close  to  the  orifice  of  the  patent 
funicular  process. 

The    diagnosis    of   a    case   like  the   one    above  recorded 


occupying  a  Hernial  Sac,  found  perforated  by  a  Pin.     19 

undoubtedly  presents  difficulties.  In  the  female  subject  a 
prolapsed  ovary  perhaps  resembles  a  diseased  appendix 
most  closely,  while  in  the  male  a  prolapsed  testicle  with  torsion 
of  the  cord.  Delay  in  treatment  may  end  as  fatally  and  as 
speedily  as  in  appendicitis  within  the  abdomen,  as  in  one  of 
the  cases  referred  to  above.  Early  exploration,  as  conducted 
at  the  present  day,  will  alone  prevent  danger. 

The  next  point  of  interest  is  the  presence  of  a  true  foreign 
body  in  the  appendix.  The  concretion  usually  found,  as  is 
well  known,  represents  the  old  date  stone  and  cherry  stone. 
This  is  the  third  instance  in  which  I  have  found  a  pin.  In 
one  it  was  covered  with  aggregated  masses  of  calcareous 
material^  and  formed  a  mass  |  of  an  inch  long.  It  lay,  as  I 
believe  all  these  calcareous  masses  do,  outside  the  appendix, 
in  a  cavity  lined  by  granulations.  In  the  third  case  the  pin, 
too,  formed  the  centre  of  a  concretion,  and  had  perforated  the 
appendix.  The  initial  symptoms  here  were  those  of  severe 
diaphragmatic  pleurisy,  caused  by  a  septic  abscess  in  the  liver. 
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V. — A  case  of  Frimary  Harcoiua  of  the  Synovial  Mem- 
brane of  the  Knee-joint.  By  Howard  Marsh. 
Bead  November  11,  1898. 

ALFRED  B.,  set.  21,  was  admitted  under  m}'  care  in  St. 
Bartholomew's  Hospital,  in  September,  1892,  for  a 
swelling  on  the  inner  side  ot  the  left  knee.  For  eighteen 
months  he  had  felt  pain  in  the  knee  and  doAvn  the  inner  side 
of  the  leg.  The  swelling,  which  had  existed  for  fourteen 
months,  was  seated  over  the  inner  condyle  of  the  femur,  close 
to  its  articular  border.  It  was  firm  and  somewhat  elastic^ 
distinctly  circumscribed  and  prominent,  and  about  the  size 
and  shape  of  a  small  flattened  Tangerine  orange.  The  situ- 
ation and  physical  characters  of  the  swelling  made  its  nature 
very  doubtful,  but  it  appeared  most  likely,  on  the  whole,  that 
it  would  prove  to  be  due  to  tuberculous  periostitis  of  the 
condyle  of  the  femur,  with  infiltration  and  thickening  of  the 
adjacent  structures.  On  cutting  into  it,  hoAvever,  I  found  it 
was  a  new  growth  entii-ely  unconnected  with  the  femur,  and 
springing  from  the  sub-S3'novial  tissue  of  the  joint.  It  was 
freely  removed  by  cutting  it  out,  together  with  a  zone  of 
surrounding  synovial  membrane.  By  this  proceeding  a  large 
opening  was  made  into  the  joint  on  the  inner  side  of  the 
patella.  The  wound  healed  by  primary  union.  On  micro- 
scopic examination  the  swelling  was  found  to  be  composed 
mainly  of  spindle,  but  with  some  admixture  of  round  cells. 

In  December,  1894,  the  patient  was  again  admitted,  com- 
plaining of  pain  in  the  knee.  There  was  a  good  deal  of 
muscular  wasting,  and  the  joint  was  somewhat  stiff.  No 
return  of  the  growth  could  be  found.  The  pain  was  believed 
to  depend  on  adhesions,  and  the  joint  was  moved  under  gas,, 
with  the  result  that  the  pain  ceased.  In  March,  1895,  he 
was  in  again  with  a  recurrence  of  the  pain,  and  with  limita- 
tion of  movement,  and  a  growth  as  big  as  a  large  marble  was 
removed  from  the  upper  end  of  the  original  scar.  This  had 
the  structure  of  a  spindle-celled  sarcoma. 

In  December,  1895,  he  presented  himself  again,  with  a 
return  of  his  pain.  A  nodule  of  grow^th  the  size  of  a  small 
walnut  was  removed  from  the  sub-synovial  tissue  to  the  outer 
side  of  the  joint,  the  whole  thickness  of  the  s^-novial  mem- 
brane being    cut   away  over  an  area  of    about  an  inch    in 
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diameter,  and  some  of  the  adjacent  part  of  the  external  con- 
dyle was  also  removed.  In  January,  1896,  a  small  nodule 
was  removed  from  the  lower  part  of  the  original  scar  on  the 
inner  side  of  the  joint,  but  on  examination  this  was  found  to 
consist  merely  of  fibrous  (cicatricial)  tissue.  It  containedno 
recognisable  sarcomatous  elements.  In  August,  189G,  two 
small  nodules  of  sarcoma  were  removed  from  the  inner  side 
of  the  joint,  and  in  March,  and  again  in  October,  1897,  small 
masses  of  similar  structure  were  detected  and  removed.  In 
December,  1897,  the  patient  came  to  the  hospital  again,  with 
what  appeared  to  be  a  recurrence  in  the  posterior  part  of  the 
joint.  In  this  situation  a  deep-seated  swelling,  apparently  as 
big  as  a  large  walnut,  could  be  felt  projecting  backwards. 
This  had  displaced  the  popliteal  artery,  so  that  it  was  pul- 
sating close  beneath  the  skin.  There  was  mai^ked  muscular 
wasting,  the  knee  was  stiff,  and  the  patient  complained  of 
severe  pain  extending  down  the  limb.  There  was  no  affec- 
tion of  the  femoral  glands.  As  there  was  clearly  a  recur- 
rence of  the  growth,  and  as  the  limb  was  now  almost  useless, 
I  performed  amputation  through  the  middle  of  the  thigh. 
On  examining  the  joint  a  growth  as  large  as  a  bantam's  egg 
was  found  springing  from  the  synovial  membrane  at  the  back 
of  the  joint,  and  there  was  a  second  but  smaller  process 
which  extended  forwards  into  the  joint,  between  the  con- 
dyles. These  growths,  like  those  previously  removed,  pre- 
sented the  microscopic  structure  of  a  spindle-celled  sarcoma, 
with  some  small  round  cells  here  and  there. 

RemarTcs. — I  submit  this  case  to  the  attention  of  the 
Society,  as  it  appears  to  be  one  of  great  rarity.  I  have  not 
myself  met  with  any  other  instance  of  the  same  kind.  The 
original  disease  was  limited  entirely  to  the  synovial  mem- 
brane, so  tha.t,  as  I  have  said,  it  was  removed  by  cutting  a 
large  window  in  the  side  of  the  joint.  It  had  no  connection 
whatever  with  the  periosteum  or  bony  portion  of  the  condyle 
of  the  femur,  and  in  each  recurrence  it  appeared  to  involve 
only  the  synovial  membrane  or  the  sub-synovial  tissue.  The 
history  of  the  case  was  remarkable.  In  a  young  adult  sar- 
coma generally  grows  rapidly,  shows  a  marked  tendency  to 
recur  quickly  after  removal,  and  is  often  followed  by  secon- 
dary deposits  in  the  internal  organs.  Here,  however,  the 
original  disease  recurred  only  after  an  interval  of  more  than 
two  years,  and  although  the  disease  extended,  in  all,  over  a 
period  of  more  than  six  years,  with  five  recurrences,  no 
secondary  deposits  were  developed.     And  the  method  of  local 
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recurrence  was  very  unusual.  The  original  growth  was 
limited  to  the  synovial  membrane  on  the  inner  side  of  the 
joint.  But  after  one  recurrence  in  this  situation  the  growth 
made  its  appearance  on  the  outer  side, — not,  it  appeared 
certain,  by  direct  extension,  for  tlie  disease  had  been  freely 
removed  on  the  inner  side,  aud  the  scar  there  remained  quite 
healthy  ;  and,  moreover,  when  the  growth  on  the  outer  side 
was  exposed  it  was  found  to  be  an  isolated  mass,  entirely 
limited  to  this  situation  and  quite  unconnected  with  any 
extension  from  tlie  inner  side,  while  after  its  removal  no 
recurrence  of  disease  ever  occurred  on  the  outer  side,  nor 
was  there  recurrence  on  the  inner  side  until  nine  months  later. 
But,  further,  while  the  inner  and  outer  parts  of  the  joint  were 
still  free  from  any  renewal  of  the  growth,  a  mass  sprang 
up  at  the  posterior  part  of  the  joint,  and  grew  backwards 
into  the  popliteal  space.  In  fact,  in  the  course  of  the  six 
years  over  which  the  disease  extended,  it  seemed  to  spring  up 
in  different  districts  of  the  synovial  membrane,  not  by  exten- 
sion from  its  original  site,  but  by  independent  developments. 
The  case,  I  hope,  is  of  some  value  as  a  contribution  to  the 
history  and  development  of  sarcoma.  It  not  only  records 
the  growth  of  sarcoma  in  a  very  unusual  situation,  but  it 
shows  how  widely  the  course  of  the  disease  may  differ  from 
that  with  which  general  clinical  experience  has  made  us  all 
familiar. 
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VI. — Hii})er pyrexia   in   cases   of    Pulmonary   Disease. 
Bv  G.   Newton  Pitt,   M.D.     Uead  November  11, 

1898. 

CASE  1.  Bronchiectasis. — Miss  S.,  aet.  26,  was  admitted 
into  Guy's  Hospital  under  my  care  on  August  15,  1895, 
for  dyspuoea  and  pyrexia.  Her  father  is  alive  and  healthy  ; 
her  mother  died  many  years  ago  of  phthisis.  She  has  nine 
brothers  and  sisters  who  are  strong  and  healthy.  Nine 
children  died  in  infancy.  I  am  indebted  to  Mr.  A.  V.  Clarke, 
M.B.,  B.O.Cantab.,  who  was  my  clinical  assistant,  for  the 
notes  of  the  case. 

Personal  history. — She  has  always  been  delicate.  Four 
years  ago  she  had  three  attacks  of  influenza  soon  after  one 
another,  and  as  she  did  not  recover  completely  she  went  to 
visit  a  brother  in  Barcelona.  She  remained  there  and  in 
France  for  a  year,  and  was  able  to  get  about  slightly,  but  did 
not  improve  much.  Occasionally  she  brought  up  some  blood, 
but  has  not  done  so  lately.  She  often  has  profuse  and  foul 
expectoration,  the  amount  varying  greatly  from  time  to  time. 
She  was  supposed  to  have  phthisis  by  the  various  doctors 
under  whose  care  she  was,  until  two  years  ago,  when  she 
went  to  live  at  Faversham,  and  Dr.  Boswell  recognised  that 
the  condition  Avas  one  of  bronchiectasis  ;  the  sputum, 
though  constantly  examined,  has  always  been  free  from 
tubercle  bacilli.  For  the  last  two  years  she  has  been  almost 
continuously  in  bed,  excepting  for  a  shoi't  time  in  the  summer. 
She  has  attacks,  which  have  returned  of  late  with  increasing 
frequency,  in  which  she  has  headache,  profuse  sweating,  total 
loss  of  appetite,  and  severe  vomiting  with  hyperpyrexia. 
The  temperature  at  times  runs  up  to  105°,  and  exceptionally 
to  114°,  in  the  left  axilla,  but  not  higher  than  104°  in  the 
mouth  or  in  the  right  axilla. 

Five  brothers  are  living;  the  eldest  was  at  one  time 
supposed  to  have  phthisis,  but  now  enjoys  good  health.  The 
second  is  delicate  and  subject  to  catai-rh.  The  third  had 
pneumonia  when  a  boy,  and  was  considered  delicate.  The 
fourth  had  torticollis  due  to  an  abscess  on  the  right  side  of 
his  neck,  which  interfered  with  development.  The  fifth  is 
weakly,  having  angular  curvature,  and  is  subject  to  catarrh, 
but  there  is  no  evidence  of  phthisis.  There  are  four  sisters. 
Three  of  them  are  strong,  but  are  subject  to  catarrh.  One  has 
migraine    severely.     The    youngest  is  very  delicate,  and  is 
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subject  to  catarrli.  The  mother  died  of  acute  phthisis  soon 
after  the  birth  of  the  ]ast  child.  The  second  wife  was  asth- 
matic, and  died  of  acute  phthisis  after  giving  birth  to  a  girl, 
who  is  also  asthmatic. 

The  patient  had  recurrent  attacks  of  purulent  ophthalmia 
when  an  infant.  At  the  age  of  ten  she  had  an  eruption  on 
her  hands,  apparently  eczematous.  Soon  after  this  she  had 
an  attack  of  pleuro-pneumonia ;  there  is  still  an  area  of 
impaired  resonance  at  the  left  base,  which  is  probably  the 
result  of  this  attack.  She  was  confined  to  the  house  for 
eight  months.  Ever  since  then  she  has  been  liable  to  what 
she  calls  chest  attacks,  at  intervals  of  a  year  or  so.  Four 
years  ago  the  right  leg  became  contracted  and  required 
straightening  under  chloroform,  and  was  put  up  in  a  plaster- 
of-Paris  splint  for  some  weeks. 

In  1894  she  was  confined  to  her  bed,  and  the  notes  state, 
"  She  is  very  thin,  her  appetite  is  extremely  defective,  and  the 
bowels  so  constipated  as  to  require  frequent  enemata.  Her 
breathing  is  shallow  and  frequent,  and  forced  respiration  causes 
pain.  The  cough  is  troublesome,  and  more  frequent  at  night. 
On  percussion,  the  note  at  the  left  apex  in  front  and  at  the 
base  behind  is  impaired,  the  breathing  is  semi-bronchial,  and 
at  the  apex  there  is  bronchophony.  At  the  base  there  are 
a  few  rales.  Over  the  whole  of  the  left  lobe  there  is  increased 
vocal  resonance.  She  complains  that  the  upper  portion  of 
her  body  is  often  hot  w^hile  her  feet  are  cold.  During  an 
attack  she  perspires  most  profusely,  and  her  clothes  are  often 
saturated  Avith  perspiration.  The  urine  is  scant}-,  high- 
coloured,  deposits  urates,  and  sometimes  there  is  a  slight 
deposit  of  phosphates.  There  is  no  albumen.  There  is 
always  some  insomnia,  which  is  greatly  increased  when  there 
is  pyrexia." 

On  September  11,  1894,  Dr.  Anderson  saw  her  in  the 
morning,  and  there  was  nothing  abnormal  about  her  con- 
dition. In  the  evening  she  was  only  semi-conscious,  but 
could  be  roused  with  difficulty  for  a  few  seconds,  and  then 
relapsed.  The  respiration  was  rapid,  shallow,  and  irregular  ; 
there  w^as  no  coug-h.  The  temperature  in  the  right  axilla 
was  104-6°,  pulse  130,  respirations  60.  At  7.30  p.m.  she 
was  delirous  and  unconscious,  and  it  w^as  thought  that  she 
would  not  live  through  the  night ;  she  has  been  more  than 
once  in  a  similar  condition.  The  temperature  in  the  right 
axilla  was  100*2°;  pulse  140,  feeble  but  regular.  She 
was    bathed    in    perspiration,    and    the    skin     was    burning 
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hot.  She  was  spouged  with  ice-cold  water,  and  given  ten 
grains  of  sulphate  of  quinine.  The  temperature  fell  to  102° 
at  8.30  P.M.,  and  was  normal  at  11. oO.  As  the  temperature 
fell  the  pulse  became  extremely  weak,  and  was  at  one  time 
almost  imperceptible.     Consciousness  gradually  returned. 

On  September  12th  the  tempei'ature  was  normal,  and 
gradually  rose  on  the  evening  of  the  13th  to  101°.  She  took 
five  grains  of  quinine  evei"y  four  hours  for  three  days.  As 
the  temperature  fell,  the  cough,  which  had  almost  ceased,  re- 
commenced, and  the  expectoration  again  became  profuse. 
The  tongue  was  coated  with  a  thick  brown  fur.  During 
the  rest  of  the  year  1894  the  patient  remained  fairly  well. 
On  February  27th,  1895,  she  had  an  attack,  when  the  tempera- 
ture was — in  the  right  axilla,  102°  ;  left  axilla,  109' 7°  ; 
mouth,  99-4°. 

She  Avas  suffering  from  sleeplessness,  and  complained  of 
headache  and  pain  in  the  left  side.  There  was  complete 
anorexia,  and  the  tongue  was  thickly  coated  with  a  brown  fur. 
She  was  not  nearly  so  ill  as  on  the  previous  occasion.  She 
took  five  grains  of  quinine  every  four  hours. 

Next  day  she  was  partially  unconscious  ;  the  cough  was 
excessive,  without  expectoration.  She  was  soaked  in  per- 
spiration ;  the  breathing  was  shallow  and  laboured  ;  the  alte 
nasi  were  working  strongly.  The  temperature  in  the  right 
axilla  was  100-6°,  in  the  "left  101°,  the  pulse  140,  and  the 
respiration  56. 

In  the  evening  the  temperature  in  the  left  axilla  was 
101-4°,  and  in  the  right  99-8°.  She  remained  in  much  the 
same  condition  for  some  days,  with  the  temperature  in  the 
left  axilla  higher  than  in  the  right. 

Condition  on  admission. — She  is  very  thin  and  frail,  but 
does  not  look  sallow  or  septic,  her  skin  has  not  lost  its 
elasticity,  and  her  fingers  are  not  clubbed.  She  is  very  feeble, 
lies  propped  up  in  bed,  with  respiration  40,  temperature 
99-4°,  and  pulse  90. 

Her  breathing  is  shallow  and  rapid,  and  the  cough  is 
frequent  and  troublesome,  but  at  present  there  is  hardly  any 
expectoration  ;  what  there  is  consists  of  thick  muco-purulent 
material,  Avhicli  is  expelled  with  trouble.  On  inspection,  the 
left  chest  is  flatter  than  the  right  and  moves  less  on  i-espira- 
tion ;  the  note  on  percussion  is  practically  normal.  The 
lungs  are  over-distended,  so  that  the  heart  and  liver  dulness 
are  absent.  All  over  the  chest  noisy,  wheezing  rales  and 
rhonchi  are  audible,  with  prolonged  expiration. 
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The  heart  sounds  are  feeble,  but  not  otherwise  abnormal. 
All  the  viscera  are  normal. 

The  urine  has  a  sp.  gr.  1010,  is  faintly  acid,  and  contains 
neither  albumen,  sugar,  nor  blood. 

The  optic  discs  are  normal. 

Treatment. — Guaiacol  8  grains  in  cachets,t.d,s,j  Syr.Hypo- 
phosphatis  Co.  ^j,  t.  d.  s. ;  and  Liquor  Atropinee  ni^ss,  t.  d.  s. 

Progress. — She  lias  not  slept  during  the  night,  but  appears 
fairly  comfortable.  Temperature  99°.  She  took  clilorala- 
mide  5ss  at  night. 

August  19. — The  sputum,  which  is  yellow  and  nummular,  is 
very  abundant  to-day ;  it  is  free  from  tubercle  bacilli.  She 
vomited  frequently  and  refused  food.  The  respirations  varied 
from  40  to  60.  The  temperature  has  not  reached  100°  since 
admission.  Severe  headache.  Phenacetin  gr.  vij,  h.  n.  Haust. 
Phenazoni  Jj,  t.  d.  s. 

August  20. — She  has  had  but  little  sleep.  To-day,  for  the 
first  time  since  her  admission,  it  was  noted  that  the  tempera- 
tures on  the  two  sides  of  the  body  differed.  In  the  left  axilla 
it  was  105-4°,  in  the  right  100°.  She  seemed  very  ill  all  day, 
and  the  respiration  varied  from  36  to  56. 

August  21. — The  patient  is  free  from  headache  and  is 
feeling  better  ;  there  is  no  sputum.  At  10  a.m.  the  tempera- 
ture in  the  left  axilla  was  105°,  and  in  the  right  10T8". 

August  26. — She  is  now  very  bright,  and  is  always  better 
just  after  an  attack  has  passed  off.  For  the  last  few  days  she 
has  been  coughing  and  expectorating  but  little.  Tempera- 
ture at  night  104*8°.  Eespiration  80.  Urine  1030,  acid;  no 
albuineu,  blood,  nor  sugar. 

August  28. — She  has  been  fairly  comfortable,  but  is 
vei'y  feeble,  and  beyond  being  able  to  read  and  work  she  is 
unfit  for  anything  else ;  she  lies  down  all  day,  and  but  rarely 
sits  up,  even  in  bed.  The  abdomen  is  faradised  daily  to 
relieve  the  chronic  constipation. 

September  2. — The  patient  slept  but  little  last  night;  there 
is  a  tight  feeling'  across  the  chest ;  the  expectoration  is  very 
scanty ;  during  the  day  she  felt  better,  but  at  night  the  tem- 
perature in  the  left  axilla  reached  107°,  the  respiration  was 
80,  and  the  pulse  92.  She  perspired  freely  and  felt  weak. 
It  was  a  great  effort  for  her  to  speak;  her  cough  was 
extremely  violent,  owing  to  the  viscid  character  of  the  sputum, 
which  was  scanty  in  amount.  She  did  not  appear  mortally 
ill,  nor  had  she  any  septic  appearance,  such  as  might  have 
been    expected    with    such    a    temperature.       During   these 
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attacks  of  })yrexia  the  left  palpebral  fissure  becomes  more 
contracted  than  the  right,  and  the  left  side  of  the  face  is  the 
more  flushed.  H  Helenin.  gr.  j,  Spt.  Rect.  iii^v,  Aq.  ad  3jj 
t.  d.  s. 

During  the  attack  there  are  loud  rattling  rhonchi  and 
rales  over  the  whole  of  the  chest,  and  more  abundantly  on  the 
left  than  on  the  right  side  ;  she  also  has  pain  in  the  left  side. 
Brandy  ^iij  daily. 

September  4. — She  is  able  to  talk  better  and  is  returning 
to  her  normal  condition.  The  violence  of  the  cough  induces 
vomiting  during  the  attacks,  and  there  is  an  absolute  distaste 
for  food  ;  the  medicines  were  intermitted  on  account  of  the 
vomiting.  The  sputum  is  again  abundant,  and  is  a  thick, 
viscid  secretion.  Some  was  cultivated  in  glycerine  agar, 
broth,  &c.,  and  there  were  three  or  four  different  series  of 
colonies.  Some,  which  were  the  most  abundant,  were  sarcinse  ; 
there  were  also  cocci,  but  there  did  not  appear  to  be  any- 
putrefactive  organisms.  Lately  the  sputum  has  not  had  an 
offensive  odour. 

Her  appetite  is  always  extremely  small,  but  in  between 
the  attacks  she  takes  a  fair  amount  of  light  food.  She  has 
been  taking  helenin,  in  one-grain  doses,  for  her  cough,  with- 
out material  benefit. 

September  6. — She  inhales  several  times  a  day,  from  a 
globe  nebuliser,  a  spray  of — 

01.  Eucalypti,  5j, 
Creasot.  Puriss.,  5j, 
Parolein,  giv, 

with  some  benefit.  The  surface  temperature  of  the  skin  of 
the  two  sides  of  the  chest  differs,  that  on  the  left  being  102°, 
and  that  on  the  right  being  99'8°;  the  temperature,  at  the 
same  time,  being  in  the  left  axilla  104°,  and  in  the  right  100°. 
The  line  of  demarcation  where  the  surface  temperature 
changes  is  sharply  defined  down  the  middle  line.  During 
the  attacks  she  literally  drips  fi-om  the  whole  cutaneous 
surface  with  perspiration,  and  there  does  not  appear  to  be 
any  difference  between  the  amount  on  the  tAvo  sides.  Be- 
tween the  attacks  there  is  no  abnormal  excretion.  At  no 
time,  even  when  the  temperature  is  excessively  high,  is  there 
any  albuminuria. 

September  8. — The  last  day  or  two  the  patient  has  been 
considerably  better,  and  is  able  to  converse  freely  and 
brightly  without  being  much  troubled  with  her  cough. 
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September  14. — Patient  had  a  severe  headache  and  is 
much  collapsed. 

September  IG. — The  tempei'ature  this  evening  in  the  left 
axilla  is  110°,  and  in  the  right  ]01"4°.  The  surface  tempera- 
tures were  on  the  left  side  104°,  on  the  right  99-8°.  She  has 
so  much  dyspncea  that  it  is  not  possible  to  take  the  tempe- 
rature in  the  mouth.  The  urine  passed  after  the  temperature 
of  110°  was  free  from  albumen,  but  there  was  a  deposit  of 
phosphates.  There  are  general  rales  and  rhonchi  in  the 
chest ;  the  perspiration  is  excessive,  but  equal  on  the  two 
sides. 

September  17. —  She  is  still  very  collapsed,  there  is  no 
vomiting.  She  is  practically  taking  no  food  to-day.  At 
6  P.M.  the   temperature  in  the  left  axilla  is  108°. 

September  18. — She  is  much  better  to-day.  The  left  side 
of  the  face  is  less  red,  and  the  palpebral  fissure  is  more  nearly 
the  same  on  the  two  sides. 

September  21. — For  the  last  few  days  she  has  been  ex- 
pectorating more  freely,  and  is  much  better.  To-day,  for 
the  first  time  since  her  admission,  we  are  able  to  obtain 
definite  signs  of  local  disease,  as  hitherto  the  rales  and 
rhonchi  on  the  left  side  have  been  so  noisy  as  to  obscure 
everything  else. 

In  front  the  left  side  moves  as  well  as  the  right;  the  note 
on  percussion  over  the  left  apex  is  not  quite  perfect;  the 
tactile  vocal  fremitus  is  similar  to  that  on  the  right  side. 
The  cardiac  and  hepatic  dulness  are  still  absent.  On  auscul- 
tation a  patch  of  bronchial  bi'eathing  is  audible  over  an  area, 
the  size  of  a  half-crow-n,  below  the  middle  of  the  left 
clavicle. 

Behind. — The  note  obtained  over  the  whole  of  the  left 
chest  is  not  so  good  as  that  on  the  right  side.  Loud  tubular 
breathing  is  audible  at  the  root  of  the  lung,  and  over  the 
lower  part  of  the  scapula  there  is  indeterminate  breathing. 

September  23. — The  above  abnormal  physical  signs  are 
not  audible  to-day.     The  patient  is  bright  and  well. 

September  24. — During  the  day  her  chest  became  very 
troublesome;  towards  the  evening  she  became  much  worse, 
her  respiration  became  very  rapid  and  shallow,  108  ;  her 
temperature  at  10  p.m.  was  109'2°,  and  the  pulse  130. 

September  25. — She  became  bathed  in  perspiration,  very 
collapsed  and  restless.  She  was  somewhat  delirious,  and 
thought  that  her  friends  w^ere  round  her  bed.  She  had  a 
subcutaneous  injection  of  morphia  \  grain,  and  ^5-0  gi'^in  of 
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atropiue  in  the  early  morning.  At  G  a.m.  the  temperature 
was  110'0°,  tlie  pulse  186,  and  the  respiration  110.  It  was 
not  possible,  owing  to  her  prostrate  condition,  to  obtain  the 
rectal  temperature,  or  that  of  the  various  parts  of  the 
cutaneous  surface.     The  urine  was  free  from  albumen. 

September  26. — She  steadily  improved  during  the  day, 
and  there  was  little  or  no  expectoration. 

September  27. — She  brought  up  a  considerable  amount  of 
viscid  expectoration  this  morning,  and  felt  better  afterwards. 
She  had  the  injection  of  atropine  and  morphia  again  last 
night.  There  is  a  large  neurotic  element  in  her  condition  ; 
she  began  to  improve  as  soon  as  she  learnt  that  she  might  go 
home  on  the  30th,  if  she  keeps  free  from  a  severe  attack  and 
is  Avell  enough  to  travel.  She  is  taking  Tr.  Opii  ii|^ij,  Zinci 
Sulph.  ^  grain,  and  Aq.  ad  3ij,  ever}^  four  hours. 

September  28. — The  temperature  at  6  a.m.  was  109°  in 
the  left  axilla,  yet  the  patient  appeared  to  be  fairly  comfort- 
able. The  amount  of  perspiration,  when  the  temperature  was 
high,  was  not  affected  by  the  drugs  tried. 

September  30. — The  patient  went  out  and  travelled  up  to 
Wales. 

Remarks. — At  first  no  physical  signs  could  be  made  out 
beyond  rales  and  rhonchi  generally  distributed.  The  chest  was 
emphysematous,  and  there  were  periodic  attacks  of  pyrexia, 
when  the  temperature  would  run  up  very  high,  and  was 
unequal  in  the  two  axillte.  Sarcinee  and  Staphi/lococciis  aureus 
were  found  in  the  sputum,  but  no  tubercle  bacilli.  There  was 
never  any  albuminuria,  even  with  a  temperature  of  110*7°. 
Treatment  was  ineffectual  in  stopping  the  profuse  sweating 
when  there  was  hyperpyrexia,  and  also  in  diminishing 
the  frequency  of  the  attacks.  The  attacks  were  thought 
to  be  the  result  of  absorption  from  cavities  of  some  toxic 
material. 

On  September  21st,  between  two  attacks,  consolidation 
was  made  out  at  the  left  apex,  and  also  at  the  angle  of  the 
scapula. 

The  following  are  the  features  of  the  case  to  which  I  wish 
especially  to  draw  attention. 

The  patient  is  a  neurotic  woman  ast.  28,  with  a  history  of 
phthisis  among  her  brothers  and  sisters,  and  they  are  all  more 
or  less  delicate.  Chronic  lung  mischief  followed  upon  three 
attacks  of  influenza  in  1881.  She  had  profuse  expectoration 
and  at  times  heemoptysis,  and  was  considered  by  several 
doctors  who  saw  her  to  have  phthisis  until  some  two  years 
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ago,  when  she  came  under  tlie  care  of  Dr.  Boswell  of 
Favershaiii,  who  recognised  that  her  condition  was  one  of 
bronchiectasis.  She  has  been  confined  ahnost  entirely  to  her 
bed,  and  every  two  or  three  weeks  has  had  attacks  of  intense 
dyspnoea  and  prostration,  with  cessation  of  expectoration  and 
hyperpyrexia  on  many  occasions.  The  temperature  had 
more  tlian  once  been  above  110°  in  the  left  axilla,  114° 
having  been  noted,  and,  I  believe,  on  one  occasion  118°. 

She  passed  under  the  care  of  Dr.  Anderson,  who  watched 
her  in  several  attacks,  in  one  of  which  the  temperature  ran 
up  to  109* 7°.  She  was  under  my  care  in  Guy's  Hospital, 
and  during  this  time  she  had  frequent  attacks  similar  to 
those  to  which  she  had  been  subject. 

Between  the  attacks  the  patient  was  very  bright  and  cheer- 
ful, but  was  not  well  enough  to  be  about ;  there  was  always 
more  or  less  viscid  expectoration,  which  was  brought  up,  often 
at  long  intervals,  in  considerable  quantity.  Her  temperature 
was  normal  for  the  first  three  days  she  was  in  the  hospital^ 
but  after  that  time  it  was  only  normal  for  a  few  lioui's 
together.  During  an  attack  the  amount  of  expectoration 
diminished,  and  finally  almost  ceased,  while  the  rales  were 
replaced  by  prolonged  rhonchi,  with  ingravescent  dyspnoea; 
the  patient  refused  all  food,  became  prostrate  and  extremely 
collapsed,  while  her  distress  was  so  great  that  it  was  not  pos- 
sible to  make  many  observations.  She  became  bathed  with 
profuse  perspiration,  which  was  apparently  uniformly  dis- 
tributed, and  not  limited  to  the  hottest  portions  of  the  skin. 

The  temperature,  almost  without  exception,  was  far  higher 
on  the  left  than  on  the  right  side  of  the  body,  and  even  over 
adjacent  parts  it  varied,  e.  g.  in  the  axilla  it  differed  from  that 
over  the  chest.  It  was  also  noted  that  the  temperature 
on  the  two  sides  of  the  middle  line  of  the  body  changed  sud- 
denly. 108°,  109°,  and  110°  were  the  highest  temperatures 
recorded  in  the  left  axilla,  while  only  on  one  occasion  did  the 
temperature  on  the  right  side  exceed  105°.  The  difference 
between  the  temperatures  on  the  two  sides  was  sometimes 
four  degrees,  and  once  it  amounted  to  eight.  The  dyspnoea 
and  the  great  distress  prevented  the  temperatures  from  being- 
taken  in  the  mouth  and  rectum,  except  once,  when  they 
recorded  much  lower  than  the  left  axilla.  Often  within  half 
an  hour  to  two  hours  the  temperature  was  found  to  have 
fallen,  but  not  infrequently  the  hyperpyrexia  lasted  for  some 
hours.  Daring  the  height  of  the  attack  the  left  palpebral 
fissure  was  smaller  than  the  right,  and  the  left  side  of  the 
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face   was  the  more  flushed  ;  on  no  occasion  was  there  found 
to  be  any  albumen  in  the  urine  after  the  attack. 

Many  text-books  refer  to  the  albuminuria  of  fever  ;  surely 
this  is  a  misnomer,  which  should  be  abolished.  When  albu- 
minuria is  present  Avitli  pyrexia  they  are  both  the  result  of  a 
toxaemia,  and  the  amount  of  one  is  not  proportional  to  the 
other.  It  is  possible,  as  in  this  patient,  to  have  high  fever 
without  albumen  exuding  into  the  urine,  and  albuminuria  is 
therefore  not  due  directly  to  the  tempei-ature  of  the  patient, 
but  to  the  poison  that  also  caused  the  fever. 

As  might  be  expected,  on  many  occasions  her  friends  had 
been  told  that  she  was  dying,  and  could  not  survive  the 
night ;  after  watching  two  attacks,  however,  we  realised 
that  although  she  was  intensely  prostrated,  and  was  absorbed 
in  her  dyspnoeal  attacks,  her  aspect  lacked  the  fatal  appearance 
which  so  often  precedes  death.  During  an  attack  the  skin  was 
Dungently  and  unpleasantly  hot  to  the  hand.  Xo  systematic 
observations  were  made  on  her  urea  excretions,  partly  because 
when  she  was  so  extremely  ill  it  was  quite  impossible  to  obtain 
all  the  uriue  regularly ;  and  partly  because  on  account  of  the 
profuse  sweating,  and  the  very  concentrated  condition  of  the 
water  which  was  passed,  it  was  felt  that  this  would  of  itself  suf- 
fice to  produce  a  large  percentage  of  urea  in  those  specimens. 

Nearly  three  years  after  the  patient  went  home  I  heard 
from  her;  she  still  had  the  attacks,  though  not  so  frequently 
as  when  she  Avas  in  the  hospital;  some  were  very  severe,  but 
her  condition  was  rather  better  than  worse.  The  attacks 
are  always  preceded  for  some  time  by  a  heavy  feeling  of 
weight  in  the  left  side  ;  this  steadily  increases,  and  culminates 
at  last  in  a  violent  shivering  fit,  accompanied  by  a  severe 
headache  and  pains  in  the  limbs.  The  attacks  occur  at 
intervals  of  three  or  four  weeks,  except  in  the  summer,  when 
there  is  a  respite.  Unfortunately,  when  there  has  been  a 
long  interval  the  symptoms  and  the  duration  of  the  attacks 
have  been  more  severe. 

At  the  onset  of  an  attack  the  tongue  becomes  thickly 
coated,  the  expectoration  almost  ceases,  and  it  becomes  more 
abundant  as  the  attack  passes  off.  As  much  as  two  or  three 
pints  of  very  thick,  viscid  muco-pus  is  brought  up  before  the 
attack  ends.  The  examination  of  her  sputum  has  shown  no 
tubercle  bacilli,  but  large  quantities  of  Staphylococcus  aureus 
and  some  sarcin^e. 

The  attacks  appear  to  be  directly  due  to  some  change  in 
the  amount  and  condition  of  the  bronchial  secretion,  and  the 
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pyrexia,  we  thought,  was  the  result  of  some  toxaeraia  due  to 
absorption  from  the  intensely  engorged  mucous  membrane  of 
the  bronchiectatic  cavities.  The  excessive  perspiration,  while 
doubtless  helping  to  keep  down  the  temperature,  probably 
also  indicated  that  there  was  poisonous  material  being 
actively  excreted  by  the  skin. 

I  do  not  attempt  to  offer  an  explanation  of  these  extra- 
ordinary temperatures.  They  were  frequently  and  carefully 
taken,  and  I  am  certain  that  they  may  be  trusted.  In  similar 
obscure  cases  it  has  been  suggested  that  the  patient  had 
found  out  some  method  of  playing  a  trick  by  rubbing  the 
thermometer  with  her  fingers,  by  vibrating  her  arm,  by 
wrapping  it  in  lint  dipped  in  hot  water,  or  by  blowing  on  the 
thermometer  enclosed  in  cotton  wool  or  in  a  handkerchief, 
so  as  to  raise  the  temperature  abnormally.  If  this  is  so,  is 
it  not  rather  curious  that  this  skill  is  restricted  to  patients 
who  are  severely  ill,  and  that  none  of  us,  if  watched  as  this 
patient  was  by  several  observers,  can  raise  the  temperature 
of  a  thermometer  to  110°  without  our  method  being  at  once 
detected  ? 

The  clinical  assistants  were  constantly  watching  this 
patient,  and  would  at  once  have  detected  any  trick.  Moreover 
the  extremely  collapsed,  prostrate,  and  sometimes  wandering 
mental  condition  of  the  patient  during  an  attack,  when  she 
refused  all  food  and  was  absolutely  indifferent  to  everything, 
quite  precludes  any  suggestion  of  an  attempt  on  her  part  to 
actively  aff'ect  her  temperature. 


Case  2.  Hyperpyrexia  with  phthisis. — I  also  append  the 
notes  and  temperature  chart  of  a  similai-  remarkable  case  of 
hyperpyrexia  with  phthisis  which  was  under  Dr.  Moxon,  and 
which  was  alluded  to  in  a  discussion  at  this  Society  in  1880  by 
Dr.  Mahomed.  The  case  has  never  been  fully  published,  as 
most  of  the  tempei'ature  chart  has  been  lost  from  the  hospital 
reports,  but  Dr.  Bryant  has  given  notes  of  the  case  in  his 
paper  on  ''Hyperpyrexia"  in  the  Guy's  Hospital  Reports,  1893 
(Case  97).  I  found  a  short  time  ago  a  copy  of  the  tempera- 
ture chart  which  I  made  myself  in  1880,  and  which  gives 
an  indication  of  the  extraordinary  variations  of  temperature. 
Dr.  Mahomed  thought  that  there  was  some  deception  carried 
on  by  the  patient,  but  nothing  was  definitely  proved,  and 
many  of  the  temperatures  which  I  myself  saw  taken  appeared 
to  me  reliable,  and  should  at  any  rate  be  put  on  record. 
VOL.  XXXII.  3 
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Mary  W.,  set.  22,  admitted  uuder  Dr.  Moxou  on  September 
30,  1878,  into  Bright  Ward.  Her  father  had  died  eighteen 
years  previously  from  spinal  disease.  Eighteen  months  ago 
she  was  in  the  hospital  for  anasmia,  and  was  free  from  lung 
disease.  She  has  had  a  cold  for  four  months,  and  when 
admitted  she  was  anasmic,  and  liad  evidence  of  consolidation 
at  the  left  apex.     The  urine  w^as  normal. 

Seven  years  ago  she  had  scarlet  fever,  with  oedema  of  the 
legs,  which  only  lasted  for  a  short  time. 

November  16  there  was  bronchial  breathing  at  the  right 
apex. 

The  physical  signs  increased  slightly  during  the  winter, 
and  in  April,  1879,  she  had  swelling  and  pain  in  her  joints. 
Pleurisy,  with  great  pain,  developed  over  the  back  of  the  left 
chest.  Any  attempt  to  get  her  up  produced  great  exhaustion. 
In  July,  1879,  there  was  evidence  of  consolidation  of  both 
apices,  but  more  marked  at  the  left,  with  some  catarrh  below 
and  behind. 

The  first  note  of  any  specially  high  temperature  is  on 
July  25,  1879,  when  the  preceding  night  temperature  is  said 
to  have  been  107"4°,  and  later,  at  10  p.m.,  it  was  110'8°,  the 
patient  seeming  much  as  usual,  but  breathing  with  some 
difficulty. 

August  15. — Temperature  108*8°,  for  which  there  was  no 
obvious  cause. 

August  21. — Temperature  at  8.30  p.m.,  104-8°;  at  9  p.m., 
109°;  at  9.15,  110°,  the  index  rising  to  the  top  of  the  ther- 
mometer and  lodging  there. 

September  3. — At  8.25  p.m.  temperature  113°;  at  8.35, 
110°.  The  next  day  she  was  vomiting  her  food;  the 
urine  passed  during  the  preceding  night  was  found  to 
contain  a  large  quantity  of  urates  but  no  albumen,  sp.  gr. 
1030. 

September  9. — Weight  112  lbs.;  she  is  unable  to  keep  any 
solid  food  down. 

September  20. — She  has  taken  ouly  milk  and  lime-water 
or  lemonade  during  the  past  week. 

September  23. — This  evening  the  temperatures  varied  :  in 
mouth,  between  106*4°  and  111*2°;  right  axilla,  between 
101-2°  and  107*2°;  left  axilla,  between  101*6°  and  111*2°. 
These  observations  were  made  with  several  thermometers. 

September  26. — Evening  temp.  115*4°,  vagina  101°,  left 
axilla  100-4°,  right  axilla  99*8°. 

September   30.— Right   axilla    111-8°,    left    axilla    110°. 
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Later:  right  axilla  114°,  left  axilla  112°,  mouth  101°,  right 
axilla  115°. 

October  1. — Morning  102°;  evening,  right  axilla  111 '4°, 
left  axilla  103-4°.  There  is  dulness  from  the  apex  down  to 
the  third  rib  on  the  left  side,  with  bronchial  breathing  and 
crepitations  over  the  same  area,  and  bronchophony.  There 
is  also  bronchial  breathing  with  bronchophony  over  the 
scapula.     Coarse  breathing  on  the  right  side. 

October  8. — 11.30  a.m.,  with  a  special  thermometer,  right 
axilla  99°,  left  axilla  98"6° ;  ordinary  thermometer,  in  mouth 
102*4° ;  immediately  after,  ordinary  thermometer,  in  left 
axilla  116*6°;  and  later,  when  watched  during  the  process, 
98-2°. 

October  15, — Morning  temp,  98°;  evening  temp.,  right 
axilla  115-2°,  left  axilla  128°;  taken  with  a  long  clinical  ther- 
mometer. 

October  16. — Morning  temp.  99°. 

Noveml)er  4. — Morning  temp.  97*4°  ;  evening  temp.,  right 
axilla  100-4°,  left  axilla  104-2°;  the  thermometer  was  taken 
out,  shaken  down,  the  arm  held,  and  the  temperature  was 
then  100-4°.  She  lies  on  the  right  side,  is  cyanosed  and 
dyspnoeic.     Pleurisy  at  the  left  base.     Perspiration  profuse. 

November  6. — Morning  temp.  101-2°  ;  evening  temp.,  right 
axilla  102-6°,  left  axilla  109-4°,  with  ordinary  thermometers ; 
not  watched.  Long  thermometers  used,  without  indices ; 
temperature  in  each  axilla  103°. 

November  30. — Weight  102  lbs.,  a  loss  of  10  pounds  since 
September  19. 

December  8. — Evening  temp.,  left  axilla  110°,  right  axilla 
104-6°.  Has  taken  only  half  a  pint  of  milk  and  some  soda 
water  during  the  past  twenty-four  hours.  The  urea  passed 
varies  from  120  to  180  grains  per  diem. 

The  patient  gradually  became  more  feeble,  and  died  on 
March  30,  1880. 

At  the  post-mortem  examination  Dr.  Mahomed  remarked  on 
the  case  that  the  tempei-ature  frequently  varied  from  minute 
to  minute,  and  that  uniform  results  were  not  obtained.  He 
did  not  obtain  high  temperatures  when  he  used  non-register- 
ing thermometers,  and  when  he  held  the  patient's  arm.  He 
taxed  the  patient  with  deception,  but  the  patient  always 
denied  that  there  was  any. 

In  September,  1879,  she  was  said  to  vomit  most  of  her  food 
and  to  take  only  an  ounce  or  two  of  milk  and  some  lemonade 
in  the  twenty-four  hours.     During  September  she  had  hyper- 
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pyrexial  attacks,  and  yet  her  weight  had  not  diminished  much. 
When  isolated  in  a  separate  room  the  amount  of  food  rose 
from  two  ounces  of  milk  on  October  1  to  two  pints  on  the  8th. 
Her  urea  excretion  was  not  in  excess. 
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VII. — A  case  in  which  twenty-seven  and  a  half  indies 
of  damaged  Small  Intestine  were  removed,  and  the 
ends  united  hy  the  aid  of  Murphy's  Bidtou,  with  a 
successful  result.  By  R.  Clement  Lucas,  B.S., 
Surgeon  to  Guy's  Hospital ;  ConsultiDg  Surgeon 
to  the  Evelina  Hospital  for  Children.  Read 
November  11,  1898. 

VK.,  aet.  5,  a  little  boy  of  healthy  parentage,  was  admitted 
•  into  Guy's  Hospital,  under  the  care  of  Mr.  Clement 
Lucas,  on  April  12,  1897. 

He  had  suffered  from  bronchitis  yearly,  and,  a  fortnight 
after  birth,  a  swelling  on  the  left  side  of  his  scrotum  was 
noticed.  This  had  always  remained  irreducible.  On  April 
11,  1897,  an  operation  was  undertaken  by  a  surgeon  in  the 
country,  with  a  view  of  performing  a  radical  cure  of  the  hernia. 
Vomiting  occurred  during  the  night  following,  and  his  con- 
dition continued  to  grow  worse  during  the  following  day.  On 
the  evening  of  April  12,  he  was  sent  up  to  Guy's  Hospital  to 
be  under  Mr.  Lucas's  care.  When  admitted,  his  temperature 
was  99°,  pulse  156,  respirations  30.  He  looked  haggard,  and 
very  ill,  with  sunken  eyes,  and  complained  of  much  pain.  The 
scrotum  was  much  inflamed,  and  peristaltic  action  was  visible 
beneath  the  skin.  Small  doses  of  morphia  were  given,  warm 
perchloride  of  mercury  fomentations  applied  to  the  scrotum, 
and  peptonised  milk  given  in  the  form  of  enemata.  At  6 
A.M.  on  the  following  morning  his  temperature  rose  to  101*8°. 
He  was  seen  in  the  course  of  the  day  by  the  assistant  surgeon  on 
duty,  who  opened  up  the  scrotum  and  found  fascal  extravasa- 
tion from  two  wounds  in  the  gut,  which  he  attempted  to  close 
by  suture. 

The  parts  around  were  cleansed,  iodoform  dusted  super- 
ficially, and  antiseptic  gauze  dressings  apphed.  On  April  14 
his  condition  seemed  critical.  He  was  in  great  distress, 
but  his  abdomen  was  not  rigid.  His  temperature  was  100-4° 
in  the  morning  and  101-2°  in  the  evening.  He  was  kept 
under  morphia,  and  small  quantities  of  milk  were  given  by 
mouth.  On  the  15th  and  16th  he  seemed  somewhat  better, 
but  on  the  17th  his  temperature  rose  to  102°,  and  it  was  found 
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that  the  sutures  in  the  bowel  had  given  way,  and  that  faeces 
were  being  discharged  through  the  scrotum. 

The  parts  were  well  washed  with  lysol  solution,  and 
antiseptic  pads  and  cotton  wool  dressings  were  applied  and 
frequently  changed. 

For  several  days  he  progressed  fairly  well,  but  on  April 
25  his  temperature  rose  to  104°.  It  gradually  subsided  on  the 
following  day  to  99°. 

At  this  period  several  enemata  of  soap  and  water  were 
given  to  clear  out  the  lower  bowel.  In  spite  of  every  care  the 
constant  escape  of  fgeces  through  the  scrotum  caused  some 
ulceration  of  the  superficial  parts.  It  was  thought,  neverthe- 
less, advisable  to  postpone  any  further  operation  until  the 
patient's  strength  was  built  up  sufficiently  to  bear  a  laparo- 
tomy. From  April  27  until  May  18  his  temperatm-e  remained 
about  99°  to  100°,  during  which  time  almost  the  whole  of  the 
contents  of  his  bowels  were  discharged  through  the  fistulse 
in  his  scrotum,  very  little  indeed  passing  on  to  the  rectum. 

On  May  18,  1897,  the  boy's  health  having  sufficiently  im- 
proved to  bear  an  operation,  Mr.  Lucas  determined  to  perform 
a  resection  of  the  bowel,  with  the  object  of  restoring  the 
continuity  of  the  intestine,  curing  the  feecal  fistulpe,and  getting 
rid  of  the  hernia. 

The  patient  had  been  prepared  by  clearing  his  bowels 
with  a  compound  liquorice  powder  and  a  soap  enema,  and  by 
disinfecting  the  skin  of  his  abdomen  with  a  lysol  pad. 

When  under  A.C.E.,  the  bowel  in  the  scrotum  was 
thoroughly  washed  out  through  the  fsecal  fistula  with  a  weak 
solution  of  perchloride  of  mercury,  and  the  sui-face  parts 
being  thoroughly  washed  also,  the  scrotal  wounds  and  the 
left  inguinal  region  were  securely  bound  up  with  aseptic  pads 
and  bandages. 

The  exposed  surface  of  the  abdomen  having  been 
thoroughly  cleansed  by  lysol  solution,  and  every  precaution 
having  been  taken  by  an  arrangement  of  antiseptic  cloths 
against  contamination  through  clothes,  the  abdomen  was 
opened  by  an  incision  extending  from  umbilicus  tothepubes. 

On  opening  the  abdomen,  the  omentum  was  found 
adherent  to  the  left  inguinal  region,  and  the  intestine  being 
distended  to  the  rio-ht  of  it  gave  the  appearance  of  a  partial 
band  obstruction.  The  omental  adhesions  were  divided,  and 
the  loop  of  bowel  passing  to  the  left  inguinal  region  traced 
to  its  exit.  The  returning  portion  was  seen  to  be  closely  con- 
tracted, that  passing  out  much  distended. 
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Next,  the  bowel  euterin<if  and  that  I'etui'uing  fi*om  the  left 
inguinal  canal  were  securely  packed  round  with  sterilised 
pads.  Two  ligatures  were  then  applied  close  to  the  internal 
abdominal  ring  around  the  bowel,  passing  out  and  returning 
respectively,  and  two  clamps  to  the  same  portions  a  little 
higher  up.  The  loop  of  bowel  was  detached  by  dividing 
between  the  ligatures  and  clamps. 

The  proximal  ends  were  then  prepared  by  the  running 
silk  loops  for  the  two  portions  of  the  Murphy's  button,  great 
care  being  taken  on  the  mesenteric  side  of  the  bowel  to  back- 
stitch this  surface.  Further,  the  divided  mesentery  was 
carefully  brought  together  with  a  continuous  silk  suture. 
The  smallest  size  of  Murphy's  button  was  employed. 

After  the  continuity  of  the  intestine  had  been  restored  by 
pushing  together  the  two  portions  of  the  button,  attention 
was  turned  to  the  two  distal  ends  protruding  into  the  abdomen 
and  secured  by  the  ligatures.  These  ligatures  were  cut 
short,  and  further  the  edges  of  the  intestine  were  turned  in 
with  a  continuous  suture,  so  that  the  abdominal  cavity  might 
not  be  soiled  after  the  removal  of  the  pads  beneath. 

All  padding  was  next  removed,  and  the  parietal  peri- 
toneum and  abdominal  wall  were  sewn  up. 

Next  attention  was  turned  to  the  scrotum,  which  was  opened 
up  throughout,  and  the  damaged  and  adherent  loop  of  bowel 
was  detached  with  the  fingers.  When  it  had  been  turned 
out  of  the  scrotum  it  was  forcibly  drawn  upon  so  that  the 
sealed  ends  in  the  abdomen  were  pulled  through  the  inguinal 
canal.  When  detached  and  measured,  it  was  found  to  be 
27|-  inches  in  length,  and  to  have  two  artificial  holes  in  it. 
The  suppurating  scrotum  was  thoroughly  washed  out  and 
packed  with  iodoform  gauze.  A  No.  3  gum  elastic  catheter 
was  passed  into  the  bladder  and  left  secured  in  the  urethra,  to 
prevent  contamination  of  the  dressing  by  urine. 

He  was  kept  slightly  under  the  induence  of  morphia,  and 
for  the  first  two  days  fed  by  means  of  nutrient  enemata  ; 
after  this  small  quantities  of  milk  and  barley  water  were 
allowed  by  mouth. 

There  was  little  to  remark  upon  in  the  subsequent  pro- 
gress to  convalescence.  His  temperature,  which  was  100°  on 
the  day  of  the  operation,  rose  to  101°  on  the  day  following, 
but  dropped  to  normal  on  the  second  day.  It  never  again 
rose  above  100°,  and  became  regular  at  98*5°  on  May  28,  ten 
days  after  the  operation.  His  wounds  were  dressed  for  the 
first  time  on  the  fourth  day  after  the  operation.     The  lapa- 
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rotomy  incision  had  united  primarily^  and  the  scrotal  wound 
looked  clean  and  healthy.  The  deep  stitches  were  taken  out 
on  the  fifth  day,  and  the  continuous  superficial  horse-hair 
suture  a  week  later.  No  trace  of  suppuration  occurred  along 
the  laparotomy  incision. 

On  June  4  the  scrotal  incision,  which  had  been  kept 
plugged  with  iodoform  gauze,  had  almost  healed.  His  strength 
continued  to  improve  and  he  never  complained  of  any  pain. 

On  June  9  half  an  ounce  of  castor  oil  was  administered, 
and  on  the  following  day,  the  twenty-third  day  after  the  opera- 
tion, the  button  was  passed  2>ci'  rectum. 

He  remained  in  the  hospital  until  June  15,  by  which  time 
the  scrotal  wound  was  completeh'  healed,  and  he  then  left  for 
the  country,  perfectly  restored  to  health. 

On  July  6,  1898,  more  than  a  year  after  the  operation, 
he  remained  in  perfect  health  and  free  from  any  return  of 
hernia. 

Remarks. — The  satisfactory  results  which  followed  the 
removal  of  more  than  two  feet  of  intestine  in  this  case,  when 
operating  within  a  few  inches  of  ftecal  fistulas  and  ulcerated 
eczeraatous  skin,  must  be  attributed  largely  to  the  care  taken 
to  prevent  contamination  of  the  peritoneum,  and  of  the  lapa- 
rotomy incision  before,  during,  and  after  the  operation. 
The  bowels  having  been  well  cleared  out,  the  intestine  in  the 
scrotum  was  thoroughly  washed  out  with  an  antiseptic  solu- 
tion through  its  fistulge  before  commencing  the  operation, 
and  the  open  and  abraded  surfaces  securely  bound  up  with 
aseptic  pads. 

The  exposed  portion  of  the  abdomen  was  then  washed  with 
soft  soap  and  cleansed  with  lysol  solution  before  commencing 
the  laparotomy  incision.  Freeing  of  the  omentum  and 
packing  round  the  bowel  at  the  point  of  escape  from  the 
abdomen  were  the  next  procedures,  after  opening  the 
abdomen.  It  will  be  noticed  that  before  dividing  the  bowel 
I  ligatured  the  two  ends  I  intended  to  draw  out  through  the 
scrotum,  and  that  I  spent  some  time  (after  dividing  and  using 
Murphy's  button  for  end  to  end  anastomosis  of  the  abdominal 
portions)  in  turning  in  the  edges  and  securely  suturing  up 
those  ends  belonging  to  the  scrotal  portion  of  bowel,  in 
order  that  they  might  be  pulled  out  through  the  scrotum 
without  allowing  any  escape  of  faical  contents  into  the  peri- 
toneum. 

The  laparotomy  incision  was  securely  sutured,  sealed,  and 
covered  before  the  foul  scrotal  tissues  were  exposed.     Here 
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a  free  incision  was  made  to  detach  the  damaged  and  adherent 
bowel,  and  it  was  removed  by  drawing  the  sealed  ends 
forcibly  through  the  inguinal  canal.  Thus  a  small  opening 
only  remained  between  the  peritoneum  and  the  scrotum,  and 
this  was  packed  with  iodoform  gauze.  Nothing  could  have 
been  more  satisfactory  than  the  after  course  of  this  severe 
operation.  The  laparotomy  wound  healed  primarily,  and  the 
scrotal  tissues,  relieved  of  the  discharging  bowel  and  irritat- 
ing ffBces,  quickly  assumed  a  healthy  aspect.  A  little  anxiety 
occurred  from  the  time  the  button  was  retained,  but  we 
felt  after  three  weeks  it  would  not  be  unadvisable  to 
administer  a  gentle  purgative,  and  a  dose  of  castor  oil 
brought  it  away  on  the  twenty-third  day.  A  year  and  three 
months  after  the  operation  the  patient  was  found  to  be  in 
perfect  health  and  free  from  hernia. 

The  patient  was  shown  at  the  meeting  held  on  November 
11,  1898,  when  he  remained  in  perfect  health  and  free  from 
hernia.  His  bowels  acted  regularly,  he  had  good  appetite, 
and  never  complained  of  abdominal  pain. 
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VIII. — Tifo  cases  of  Deficiency  of  the  Shaft  of  the 
Ulna  treated  successfalhj  hy  the  insertion  of  a 
Rabhifs  Femur.  By  W.  Arbuthnot  Lane,  M.S. 
Bead  November  11,  1898. 

THE  two  cases  I  am  showing  are  of  some  interest  since  their 
radiographs  illustrate  very  clearly  the  manner  in  which 
deficiency  of  a  bone  may  be  compensated  for  by  the  use  of 
an  osseous  graft  obtained  from  a  lower  animal. 

I  have  selected  the  ulna  for  this  purpose,  and,  while  in 
one  case  the  condition  is  congenital,  in  the  other  the  loss  of 
tissue  resulted  from  an  acute  infective  process  involving  tlie 
shaft  of  this  bone. 

Gr.  S.,  £et.  3,  was  admitted  under  my  care  into  Guy's  Hos- 
pital in  August,  1897.  She  had  suffered  from  birth  from  a 
progressive  incapacity  and  deformity  of  the  forearm  and 
hand,  for  the  relief  of  which  her  parents  had  sought  the  advice 
of  several  surgeons. 

WThen  the  child  attempted  to  use  the  hand  it  hung  in  a 
position  of  considerable  flexion  and  adduction,  and  could  only 
be  moved  very  imperfectly  indeed. 

An  examination  of  the  bones  of  the  forearm  showed  that 
the  ulna  consisted  of  two  separate  parts  whose  pointed  ex- 
tremities ovex'lapped  slightly,  and  whose  axes  varied  consider- 
ably in  direction.  The  lower  end  of  the  ulna  was  situated  con- 
siderably above  the  level  of  the  extremity  of  the  radius.  The 
abnormal  relationship  of  these  bones  to  one  another  explained 
the  position  of  flexion  and  adduction  of  the  hand  that  always 
existed  when  it  was  held  up. 

I  exposed  both  fragments  freely  and  separated  them  from 
the  surrounding  soft  parts.  Extension  was  exerted  on  the 
lower  fragment  of  the  ulna  till  it  occupied  its  normal  relation- 
ship to  the  radius,  and  the  hand  assumed  its  usual  positiou. 
The  femur  of  a  large  rabbit  killed  at  the  time  was  split  longi- 
tudinally, and  the  two  halves  were  wired  to  the  fragments 
securelv,  so  as  to  brine;  their  long-itudinal  axes  into  their 
normal  relationship  to  one  another,  and  to  retain  the  lower 
fragment  on  a  level  with  the  end  of  the  radius.  The  result 
of  this  opei'ation  was  most  satisfactory,  not  only  as  regards 


DESCRIPTION  OF  PLATE  II. 

Illustrating  Deficiency  of  the  Shaft  of  the  Ulna  treated  successfully  by 
the  insertion  of  a  Rabbit's  Femur. 

Represents  the  ulna  and  radius.  The  fragments  of  the  ulna  are 
seen  to  be  in  apposition,  and  retained  immoveably  upon  one  another  by 
means  of  the  rabbit's  femur  which  is  wired  to  them.  The  sevei'al 
wires  are  shown  as  they  encircle  the  femur  and  the  ulnar  fragments. 
Much  callus  has  been  thrown  out  about  the  upper  end  of  the  humerus 
in  consequence  of  the  necrosis  of  its  shaft. 
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the  removal  of  the  deformity^  but  also  because  of  the  progres- 
sive marked  improvement  in  usefuhiess  and  security  of  the 
arm. 

The  second  case  was  that  of  ^V.  W.,  aet.  19.  He  lost 
the  shaft  of  the  uhia  in  June,  1896.  I  made  an  attempt 
to  restore  some  of  it  at  the  time  by  the  use  of  a  ghxss  rod 
of  the  form  of  the  original  shaft,  but  with  only  partial  suc- 
cess. He  escaped  my  observation  till  very  recently,  when 
I  admitted  him  into  Guy's  Hospital  under  my  care.  It  was 
clear  that,  though  I  could  not  restore  the  forearm  to  its  nor- 
mal usefulness,  because  of  the  large  quantity  of  callus  thrown 
out  about  the  extremities  of  the  bone  and  of  the  alteration  in 
the  character  of  the  radio-humeral  joint,  yet  if  I  were  able 
to  give  him  a  shaft  for  his  ulna  his  mechanics  would  be  much 
more  secure,  since  the  normal  function  of  this  bone  of  trans- 
mitting indirectly  to  the  humerus  much  of  the  force  applied 
upwards  along  the  length  of  the  radius  would  come  into  play. 
I  also  hoped  that  if  I  succeeded  in  doing  this  it  might  be  pos- 
sible at  a  subsequent  date  to  trim  up  the  extremities  of  the 
ulna,  and  so  benefit  him  still  further. 

Consequently,  on  September  15  I  exposed  the  whole 
length  of  the  ulna,  and  cleared  from  their  connections  the 
two  delicate  spikes  of  bone.  Plate  2  shows  the  condition  of 
the  parts  some  months  after  the  operation.  The  femur  of 
a  large  rabbit  was  then  wired  to  the  relics  of  the  ulua,  the 
spicules  of  bone  being  connected  with  it  also,  so  as  to  take 
part  in  the  formation  of  the  new  shaft. 

The  arm  is  much  stronger  than  it  was  before  the  opera- 
tion, and  the  patient  is  very  pleased  with  the  result. 
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IX. — Gumma  of  the  Liver  :  cases  in  irhich  Surgical 
Measures  ivere  followed  by  relief.  By  W.  G. 
Spencer.     Bead  November  25,  1898. 

THE  syphilitic  diseases  of  the  liver  chiefly  referred  to  in 
medical  text-books  are  cirrhosis  and  multiple  gummata. 
The  cases  suitable  for  surgical  treatment  are  relatively  few^ 
viz.  those  in  which  a  single  gumma  forms  on,  or  comes  to 
protrude  from,  the  surface  of  the  liver.  Besides  these  a 
surgical  exploration  may  be  of  value,  enabling  a  diagnosis  to 
be  formed  and  a  thorough  course  of  antisyphilitic  treatment  to 
be  followed.  Some  idea  can  also  be  obtained  as  to  the  extent 
of  the  disease  of  the  liver,  and  so  a  more  definite  prognosis  be 
made. 

Case  1. — An  unmarried  woman,  a3t.  53,  who  had  been 
employed  as  a  cook  and  eating-house  keeper,  was  admitted  to 
the  Westminster  Hospital  under  Dr.  Allchin.  She  was  a 
highly  neurotic  or  half-crazy  woman,  presenting  a  cloud  of 
symptoms  from  which  nothing  could  be  clearly  extracted  for 
the  first  month,  except  that  she  seemed  to  be  suffering-  from 
acute  dyspepsia.  When  the  abdomen  had  become  lax,  fol- 
lowing upon  aperients,  rest,  and  dieting,  a  tumour  became 
apparent  in  the  right  hypochondrium  below  the  costal  margin, 
extending  from  near  the  middle  line  outwards  to  a  line 
drawn  through  the  tip  of  the  last  rib.  The  tumour  seemed 
somewhat  moveable,  and  the  patient  felt  it  moving  up  and 
down  with  respiration.  Intestines  lay  in  front,  and  pain  and 
sickness  were  caused  by  firm  pressure.  After  two  months  of 
observation  the  swelling  had  clearly  increased,  and  had 
become  rather  more  fixed,  and  seemed  hard  and  nodular.  The 
urine  had  been  throughout  normal.  There  was  some  vaginal 
discharge  and  painful  micturition.  Looking  backwards,  this 
is  the  only  observation  which  had  any  bearing  on  the 
diagnosis.  I  operated  on  the  supposition  that  I  should  meet 
with  a  tumour  of  the  kidney.  A  vertical  incision  was  made 
in  the  right  semilunar  line,  and  the  wound  enlarged  by  a 
horizontal  incision  outwards  towards  the  loin. 

The  first  thing  met  with  was  the  colon,  which  being  pushed 
aside,  a  densely  fibrous  adhesion,  three  fingers'  breadth  in 
thickness,  between  the  wall  and  the  tumour,  had  to  be  severed. 
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There  was  then  exposed  a  liarcl,  nodular  mass  on  the  free 
edge  of  the  right  lobe  of  the  liver,  extending  backwards  to  the 
region  of  the  portal  fissure.  The  liver  itself  was  unaltered. 
The  tumour  was  drawn  forwards  into  the  wound,  and  the 
parietal  peritoneum  sutured  round  it.  A  crucial  incision  was 
then  made  into  the  mass,  and  a  considerable  quantity  of  yellow, 
semi-fluid,  gummatous  material  scraped  out.  The  cavity  was 
plugged  with  iodoform  gauze,  and  the  wound  partly  united. 
The  iodide  of  potassium  administration  was  commenced  at 
once.  The  gauze  plugs  were  withdrawn  on  the  third  day 
and  not  re-inserted  into  the  cavity,  but  simply  placed  in  the 
wound  in  contact  with  the  tumour.  Gummatous  sloughs, 
partly  bile-staiued,  were  at  first  discharged,  then  the  fluid 
became  thinner  and  lost  its  bile  pigment.  One  month  after 
the  operation  5  c.c.  of  this  albuminous  fluid  could  be  collected 
at  each  dressing.  It  contained  no  urea.  All  the  evidence 
throughout  negatives  any  idea  of  the  tumour  having  been  a 
shrunken  hydatid  cyst.  The  wound  had  healed  six  weeks 
after  the  operation;  meanwhile  the  patient  put  on  much  flesh, 
and  no  other  organic  disease  could  be  discovered.  She  re- 
mained hysterical  and  melancholic,  and  was  finally  trans- 
ferred to  an  infirmary. 

Case  2. — A  widow  set.  33,  a  pianist,  was  admitted  under 
Dr.  de  Havilland  Hall.  She  had  been  well  until  a  year 
before,  when  she  caught  a  severe  cold.  This  was  followed  by 
what  she  called  congestion  of  the  liver,  then  jaundice,  and 
finally  ascites  supervened. 

On  admission. — She  was  slightly  jaundiced,  the  lower 
edge  of  the  liver  could  be  felt  below  the  edge  of  the  ribs ; 
she  had  been  tapped,  but  fluid  had  re-accumulated.  She  was 
tapped  again  several  times  in  quick  succession,  and  this,  with 
the  jaundice  and  the  increasing  weakness,  pointed  to  a  dia- 
gnosis of  malignant  disease.  Drainage  was  proposed  after  a 
consultation,  upon  which  the  patient  left  the  hospital.  She 
returned,  however,  in  a  week,  in  such  a  feeble  state  that  I 
first  made  simply  a  small  incision  and  slipped  a  drainage-tube 
into  the  peritoneal  cavity.  Fluid  drained  away  for  a  week,  and 
then  the  tube  became  blocked  with  fibrin.  Nevertheless  her 
health  much  improved,  as  the  ascites  only  re-formed  slowly. 
After  a  month  I  washed  out  the  abdominal  cavity  and  made 
a  digital  exploration.  The  liver  felt  rather  harder  than 
normal,  and  there  was  a  nodular  mass  at  the  edge  of  the  liver, 
not  larger  than  a  pullet's  egg.     There  was  no  evidence  of 
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malignant  disease,  either  in  the  region  of  the  liver  or  any- 
where in  the  peritoneal  cavity.  Thereupon  iodide,  of  potas- 
sium and  mercury  were  freely  administered,  with  the  result 
that  the  patient  greatly  improved,  and  two  months  after  the 
last  operation  had  left  the  hospital,  and  spoke  of  returning  to 
her  occupation.  Recent  reports  of  her  health  are  not  quite  so 
favourable,  perhaps,  because  she  has  not  taken  the  iodide 
regularly.  The  fluid  has,  however,  not  yet  re-accumulated 
so  as  to  need  readmission.  It  is  clear,  however,  that  there  is 
some  cirrhosis  in  this  case,  and  that  a  complete  cure  cannot 
be  hoped  for. 

Case  3. — I  saw  a  middle-aged  married  woman  at  Uxbridge 
with  Dr.  J.  S.  Ferris.  She  had  suffered  from  marked  en- 
largement of  the  liver  with  jaundice,  and  the  growth  liad 
rapidly  invaded  the  abdominal  wall.  There  was  to  be  seen 
over  the  enlarged  liver  a  tense  and  painful  tumour  about  the 
size  of  a  child's  head  at  birth,  bluish  in  colour,  the  skin  over 
it  being  on  the  point  of  yielding.  The  mass  certainly  looked 
very  like  a  f  ungating  cancer,  yet,  I  suppose,  there  is  no  known 
case  where  a  patient  with  malignant  disease  of  the  liver  has 
lived  long  enough  forfungation  to  occur  on  the  surface.  The 
patient,  moreover,  did  not  seem  sufficiently  ill  or  wasted.  I 
cut  into  the  tumour  and  turned  out  some  gummatous  sloughs 
with  broken-down  blood-clot.  This  led  to  the  administration 
of  iodide  of  potassium,  the  patient  got  rapidly  well,  and  has 
remained  so  until  the  present,  i.  e.  for  ten  years. 

I  have  not  myself  had  the  opportunity  of  removing  a 
pedunculated  gumma.  Cases  have  been  described  abroad 
and  in  this  country  by  Mr.  Mayo  Robson.  They  have  been 
successfully  excised,  the  stump  being  treated  either  by  the 
extra-peritoneal  or  by  the  intra-peritoneal  method. 
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X. — 0)1  the  occurrence  of  Green-coloured  Urine.  By 
H.  MoRLEY  Fletchek,  M.D.  Bead  November  25, 
1898. 

GREEN  urine  may  occur  in  several  different  conditions, 
the  commonest  is  undoubtedly  due  to  biliverdin  asso- 
ciated with  hepatic  disorders.  A  greenish  tinge  may  also  be 
present  in  carboluria.  Certain  poisonous  plants  may  cause  a 
bright  green  colour  in  the  urine,  an  instance  of  which  is  re- 
corded by  Ziilzer*  in  a  boy  who  became  severely  ill  after 
eating  the  leaves  of  Cytysus  alpinus,  and  passed  a  large 
quantity  of  urine  having  a  grass  green  colour.  Indigo  given 
medicinally  causes  a  green  coloration  of  the  urine,  and 
Garrodt  bas  recorded  a  case  in  which  green  urine  resulted 
from  sucking  a  rug  dyed  with  this  pigment. 

Methylene  blue  in  large  doses  produces  a  blue  urine, 
while  in  smaller  doses  the  urine  is  green.  My  object  in 
.  bringing  forward  this  subject  is  to  show  that  methylene  blue 
may  occasionally  be  present  in  urine  quite  unexpectedly  and 
without  obvious  cause,  and  that  in  these  conditions  it  offers 
certain  points  of  interest. 

In  April  of  this  year  a  girl,  iet.  12,  was  brought  by  her 
mother  to  the  out-patient  department  at  the  Children's 
Hospital,  Shadwell,  because  she  had  passed  green  urine  on 
several  occasions  during  the  previous  week.  A  specimen  of 
urine  passed  at  7.30  that  morning  was  brought  with  her,  but 
presented  no  abnormal  characters.  Another  specimen  was 
obtained  at  10  a.m.  in  the  out-patient  department,  and  this 
had  a  distinctly  green  colour.  The  results  of  its  examination 
will  be  given  later. 

The  patient  was  a  well-nourished  girl  of  twelve,  Avith  a 
sallow  complexion  and  dark  hair  and  eyes.  The  tongue  was 
clean,  and  the  bowels  were  said  to  be  acting  regularly.  Her 
pulse  was  120  per  minute  and  was  irregular  in  force,  with 
occasional  intermissions ;  there  was  no  cardiac  murmur.  The 
other  organs  were  apparently  normal.  The  mother  stated 
that  the  green  ui-ine  was  generally  passed  at  noon,  and  that 
the  green  colour  was  very  obvious  at  first,  but  became  less 
marked  after  the  urine  had  stood  for  some  time.     The  most 

*  Ziilzer,  Ilarn.  Analyse,  p.  54. 

t  A.  E.  Gariod,  Clin.  Soc.  Trans.,  vol.  xxxiii,  p.  307. 
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careful  questions  as  to  diet  failed  to  elicit  any  source  of  the 
pigment,  nor  did  the  patient  possess  any  blue  articles  of 
clothing  which  she  might  have  sucked.  The  mother  was  an 
intelligent  woman,  and  took  great  pains  in  the  seai-ch  for 
some  cause.  The  girl  had  eaten  no  sweets  or  ices,  nor  was 
she  addicted  to  them. 

During  the  following  fortnight  she  twice  passed  green 
urine,  but  specimens  were  not  seen.  The  water  was  of  normal 
colour  on  each  occasion  that  I  saw  her,  though  it  always  con- 
tained much  indican. 

Characters  of  the  green  urine  : — It  was  rather  turbid, 
with  a  decided  gi-eenish  tint,  and  had  a  specific  gravity  of 
1032.  It  was  distinctly  acid.  It  contained  neither  albumen 
nor  sugar.  There  was  a  deposit  of  pale  urates.  On  standing, 
uric  acid  crystals  having  a  distinct  greenish-blue  colour  were 
deposited.  The  urine  contained  a  large  quantity  of  indican. 
Jaffe's  test  gave  a  deep  purple  colour. 

On  filtration,  a  scanty  blue  deposit  remained  on  the  paper, 
and  the  filtrate  was  yellow  with  a  very  faint  greenish  tinge. 
The  deposit  on  the  paper  consisted  of  amorphous  blue  matter. 
The  blue  pigment  was  readily  taken  up  by  chloroform,  and 
the  chloroform  solution  was  decolourised  by  alkalies. 

At  first  sight  it  appeared  probable  that  the  green  colour 
was  due  to  the  presence  of  free  indigo  associated  with  an 
unusual  quantity  of  indican.  Such  a  condition  though  rare 
is  well  known,  but  the  urine  in  these  cases  is  almost  invari- 
ably alkaline. 

There  are  two  precursors  of  indigo  in  the  urine,  indican 
and^  iudoxyl-glycuronic  acid.  Indican,  or  indoxyl-sulphui-ic 
acid,  is  derived  from  indol,  which  by  oxidation  yields  indoxyl. 
Indoxyl  by  combination  with  sulphuric  acid  forms  indican. 
Indoxyl-glycuronic  acid,  when  alkaline  fermentative  decom- 
position of  the  urine  takes  place,  gives  rise  to  indigo,  which 
thus  may  appear  in  alkaline  urines  as  either  an  amorphous 
or  crystalline  deposit.  The  only  case  I  have  found  recorded 
in  which  indigo  appeared  in  acid  urine  is  one  mentioned  by 
von  Jaksch.  This  occurred  in  a  patient  suffering  from  ab- 
scess of  the  liver. 

The  rarity  of  the  occurrence  of  indigo  in  an  acid  urine 
led  to  a  more  minute  investigation.  Dr.  Garrod  very  kindly 
made  a  spectroscopic  examination  of  the  urine,  and  this 
showed  conclusively  that  the  pigment  was  not  indigo  nor  any 
of  its  derivatives.  A  chloroform  solution  of  the  colouring 
*  Neubauer  unci  Vogel,  Die  Analyse  des  Hams,  1S98,  p.  203. 
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matter  gave  a  dark  band  in  the  red,  corresponding  exactly 
with  that  given  by  a  chloroform  solution  of  equal  strength  of 
methylene  blue. 

Shortly  after  this,  Dr.  (Tarrod  brought  to  my  notice  a 
urine  of  almost  precisely  similar  appearance  passed  by  a 
gentleman.  The  urine  in  this  was  noticed  in  the  morning  to 
have  a  distinctly  green  colour.  No  dietary  cause  could  be 
found,  nor  was  he  consciously  taking  any  drug  which  could 
have  produced  it.  The  characters  of  the  urine  in  this  case 
were  exactly  the  same  as  in  the  former. 

As  a  control  experiment  in  order  to  establish  the  fact  that 
methylene  blue  was  the  pigment  in  these  cases,  the  urine  was 
examined  after  a  small  dose  of  methylene  blue  had  been  taken 
by  the  mouth.  The  green  urine  obtained  in  this  way  in  all 
respects  agreed  with  the  two  other  urines. 

An  interesting  fact  was  ascertained  in  making  this  com- 
parison, namely,  that  an  aqueous  solution  of  methylene  blue 
differs  markedly  in  its  spectrum  and  its  chemical  reactions 
from  methylene  blue  excreted  by  the  kidney  or  suspended  in 
urine.  The  aqueous  solution  does  not  give  up  its  pigment  to 
chloroform,  whereas  the  urine  does.  The  condition  of  the 
methylene  blue  in  the  urine  appears  to  be  precisely  the  same, 
whether  the  pigment  has  been  excreted  in  the  ui'ine  or  sus- 
pended in  it  after  it  has  been  passed. 

In  conclusion,  emphasis  must  be  laid  on  the  fact  that 
there  were  two  patients  passing  urine  containing  methylene 
blue,  in  whom  the  most  careful  inquiry  failed  to  elicit  any 
source  by  which  it  had  been  acquired.  In  the  case  of  the 
man  it  is  possible  that  a  pill  containing  methylene  blue  had 
been  accidentally  mixed  with  some  tonic  pills  he  was  taking, 
but  this  is  pure  hypothesis.  It  is  also  advisable  to  point  out 
that  there  is  some  risk  of  mistaking  methylene  blue  in  the 
urine  for  indigo  if  the  spectroscopic  examination  be  omitted. 

Finally,  I  must  express  my  best  thanks  to  Dr.  Garrod  for 
his  kind  help  in  the  spectroscopic  and  chemical  examination 
of  these  urines. 
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XI. — A  case  of  the  Effects  of  Gastric  Ulcer  treated  hy 
Operation.  By  F.  C.  Wallis.  Bead  November  25, 
1898. 

("lASE  1. — A.  D.,  iet,  20^  mother's  help,  was  admitted  on 
J  March  11,  1898,  to  the  Metropolitan  Hospital,  suf- 
fering from  a  sudden  onset  of  abdominal  pain. 

Two  years  ago  she  had  been  treated  for  gastric  ulcer  for 
about  one  month,  and  was  apparently  quite  cured. 

She  had  been  in  good  health  until  3  p.m.  on  March 
11,  1898,  when,  whilst  out  walking,  she  suddenly  fell 
down  on  account  of  great  abdominal  pain.  With  the 
assistance  of  a  passer-by  she  got  up,  and  walked  a  short 
distance  to  a  shop ;  from  here  she  was  put  in  a  cab  and 
taken  home,  where  she  was  seen  by  some  medical  men,  who 
sent  her  to  the  hospital.  vShe  arrived  at  the  hospital  at 
11  P.M.,  eight  hours  after  the  onset  of  pain. 

I  saw  the  patient  at  1  a.m.,  and  found  her  lying  on  her  back, 
with  the  knees  drawn  up.  She  was  very  anEemic  looking. 
Pulse  weak,  120,  temp.  100°,  respirations  shallow.  Abdomen 
uniformly  distended,  moving  only  slightly  in  respiration, 
very  tender  all  over  the  upper  part.  The  liver  dulness  was 
said  to  be  diminished. 

The  patient  was  taken  to  the  theatre  and  placed  under 
the  influence  of  chloroform  ten  and  a  half  hours  after  the  at- 
tack of  pain.  The  abdomen  was  opened  above  the  umbilicus, 
and  when  the  peritoneum  was  opened,  thick  dark-coloured 
fluid,  of  the  consistency  of  porridge,  rushed  out  of  the  open- 
ing. This  was  all  cleared  away,  and  the  stomach  sought  foi', 
and,  during  this  search,  it  was  demonstrable  that  all  the 
escaped  fluid  was  restricted  to  the  gasti'o-hepatic  area. 

On  drawing  out  the  stomach,  a  rent  nearly  one  inch  long 
was  found,  at  the  posterior  surface  of  the  lesser  curve,  close 
to  the  cardiac  orifice. 

The  contents  of  the  stomach  were  squeezed  out  of  the 
opening,  and  resembled  in  character  those  which  were  found 
free  in  the  abdomen.  The  peritoneal  cavity  was  shut  off  with 
sponges,  and  then  the  rent  in  the  stomach  was  closed  with 
two  rows  of  sutures.  The  first  row,  eight  in  number,  were 
passed  deeply  into  the  muscular  coat  close  to  the  wound. 
The  second  row  was  placed  one  quarter  of  an  inch  away  from 
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the  rent  on  eitlier  side,  andj  when  drawn  together,  in- 
vaginated  and  covered  up  the  rent  and  the  first  row  of 
sutures.  In  addition  to  this,  a  small  piece  of  the  lesser 
omentum  Avas  stitched  over  as  a  further  protection.  The 
stomach  and  surrounding  parts  were  swabbed  clean,  but  no 
attempt  at  irrigation  or  flashing  the  abdomen  was  made. 

The  abdomen  was  closed  up  by  deep  sutures,  including 
muscle  and  peritoneum,  and  a  superficial  I'ow  united  the  skin. 
No  drainage  was  employed. 

The  operation  was  well  borne  by  the  patient.  Pulse  125, 
temp.  100"2°.     Operation  lasted  one  and  a  quarter  hours. 

The  patient  did  well  after  the  operation  for  the  first 
eleven  days.  She  had  very  little  vomiting,  slight  distension 
due  to  flatus,  and  was  constipated,  but  there  was  never  any 
sign  of  peritonitis.  She  was  fed  at  first  entirely  per  rectum, 
and  the  enemata  were  well  retained. 

The  wound  was  dressed  on  the  eighth  day,  when  it  was 
found  to  be  suppurating  superficially — not  a  matter  of  sur- 
prise when  one  thinks  of  the  character  of  the  fluid  Avhich 
poured  over  the  cut  surface  when  the  abdomen  was  opened. 

On  the  eleventh  day  phlebitis  of  the  left  leg  occurred, 
and  the  temperature  rose,  and  this  continued  until  the  seven- 
teenth day,  when  she  had  commencing  signs  of  left  basal 
pneumonia.  She  continued  in  this  condition  until  the  twenty- 
ninth  day,  when  the  temperature  came  down  to  normal,  and 
she  Avas  comfortable  and  improving  in  every  way  ;  but  on  the 
morning  of  the  thirty-first  day,  at  12.30  p.m.,  she  suddenly 
sat  up  and  vomited  nearly  half  a  pint  of  unmixed  blood,  and 
sank  and  died  at  1.50  p.m.,  in  spite  of  all  attempts  to  save 
her. 

No  post-mortem  examination  was  permitted,  but  the  house 
surgeon  opened  up  the  wound  with  the  idea  of  removing  the 
stomach  ;  this,  however,  he  found  it  was  impossible  to  do  on 
account  of  the  very  firm  adhesions  which  had  taken  place. 

The  case  seems  worthy  of  record  for  the  following 
reasons : 

1.  The  cause  of  death. 

2.  The  treatment  of  the  peritoneum. 

The  cause  of  death — hasmorrhage  from  either  the  original 
ulcer,  or  another,  thirty-one  days  after  the  operation,  and 
when  the  patient  was  really  improving  in  all  other  respects — 
was  most  disappointing.  It  was  not  possible,  having  regard 
to  the  site  of  the  ulcer,  to  do  more  than  sew  it  up,  in  this 
instance.     But,  on  general  principles,  I  believe  it   would  be 
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good  surgery  to  enlarge  a  perforation  sufficiently  to  examine 
the  size  of  the  ulcer  and  condition  of  the  surrounding 
mucous  membrane,  and  then  to  rapidly  examine  the  rest  of 
the  stomach.  A  small  electric  lamp  might  be  introduced 
with  advantage.  This  procedure  would  not  add  much 
to  the  length  of  the  operation,  and  the  knowledge  gained 
might  be  of  the  greatest  importance.  Moreover,  the  incision 
throuQ;h  the  base  of  the  ulcer  would  in  all  probability  be 
more  beneficial  than  anything  else,  as  far  as  healing  is  con- 
cerned. 

The  treatment  of  the  peritoneum  in  these  cases  is  a  matter 
which  even  yet  has  not  been  definitely  settled,  and  the  ques- 
tion of  vigorous  Blushing  on  the  one  hand,  and  simple  cleans- 
ing with  sponges  on  the  other,  is  one  which  is  constantly 
arising. 

The  reasons  Avhich  led  me  to  adopt  the  method  I  have 
mentioned  were  that,  in  looking  over  the  recent  cases  pub- 
lished, a  large  number  of  those  which  had  been  flushed 
out  suffered  subsequently  from  subphrenic  abscesses  which 
either  killed  the  patient  or  required  a  second  operation,  and 
this  was  followed  by  a  prolonged  convalescence.  On  the 
other  hand,  the  cases  which  were  not  irrigated  did  not  have 
this  complication,  at  least  I  did  not  find  one  in  those  I  looked 
through.  The  fact  is  that  irrigation  not  only  washes  out, 
but  it  also  washes  in,  and  a  portion  of  the  stomach  contents 
may,  and  I  believe  does,  get  washed  back  between  the  liver 
and  the  diaphragm,  from  which  situation  it  is  difficult  to 
remove  it. 

The  resisting  powers  of  the  peritoneum  are  now  well 
known,  particularly  if  the  vigorous  "toilette  of  the  peri- 
toneum," which  was  formerl}^  advocated,  is  dispensed  with. 
In  the  case  quoted  above  there  was  undoubtedl}"  a  certain 
amount  of  the  stomach  contents  left,  but,  in  spite  of  this, 
and  also  of  the  fact  that  ten  and  a  half  hours  had  elapsed 
since  the  perforation  occurred,  the  patient  had  not  any 
symptom  of  peritonitis  after  the  operation. 

Case  2. — Miss  C.  was  brought  to  me  by  Dr.  Fincastle 
Clark,  in  July,  1896,  with  the  following  history.  In 
December,  1882,  the  patient  '^  caught  a  chill,"  and  this  was 
evidently  the  starting-point  of  a  prolonged  period  of  gastro- 
enteritis, which  lasted  on  and  off  until  1889,  when  she  saw 
Sir  Samuel  Wilks.  From  this  time  she  improved,  but  was 
never  quite  we]],  and  any  slight  indiscretion  in  diet  caused 
pain  and  vomiting. 
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In  November,  1895,  she  had  a,  violent  attack  of  vomiting, 
with  great  pain;  during  the  attack  she  brought  up  a  little 
blood,  but  it  was  the  only  occasion  on  which  this  happened. 
This  attack  of  vomiting  was  followed  by  another  three  weeks 
later,  for  which  she  stayed  in  bed  three  days.  Whilst  in  the 
act  of  getting  out  of  bed  after  this  attack  she  was  seized 
with  a  sudden  violent  pain  in  her  right  side,  and  nearly 
fainted.  For  more  than  a  week  she  lay  doubled  up  in  bed, 
lying  on  her  left  side  (and  indeed  up  till  the  time  I  saw  her 
she  was  unable  to  lie  on  the  right  side  at  all).  Six  weeks 
later,  i.  e.  in  January,  1896,  she  went  to  Florence,  returning 
to  England  in  April.  Two  days  after  her  return  she  had  an 
attack  of  peritonitis  which  laid  her  up  for  a  month.  After 
this  attack  any  attempt  to  walk  gave  great  pain,  fluids  only 
could  be  taken,  and  these  in  small  quantities  at  a  time. 

I  saw  the  patient  at  the  end  of  July,  1896,  and  found  her 
extremely  emaciated  and  weak.  On  examining  her  abdomen, 
there  was  a  marked  sense  of  resistance  on  palpation,  about 
one  inch  below,  and  rather  internal  to,  the  gall-bladder,  and 
manipulation  of  this  area  caused  pain.  The  kidney  on  this 
side  was  freely  moveable. 

Dr.  Abercrombie  and  Dr.  Clai-ke  saw  the  patient  with  me 
two  days  later,  and  the  abdomen  was  thoroughly  examined, 
when  angesthesia  was  produced.  Nothing  further  was  made 
out,  but  the  resistance  on  the  right  side  was  confirmed. 

It  was  thought  that  in  all  probability  the  sudden  attack  of 
pain  which  occurred  at  the  end  of  1895  was  caused  by  the 
rupture  of  a  gastric  ulcer,  and  the  present  pitiable  condition 
of  the  patient  was  produced  by  some  adhesion  between  the 
stomach  and  the  abdominal  wall  pulling  on  the  viscus,  when- 
ever any  exercise  was  taken,  and  thus  causing  the  pain  and 
sickness  which  was  now  so  common  an  event. 

Although  this  was  only  conjecture  on  our  part,  we  felt 
that  it  was  essential  to  do  an  exploratory  laparotomy,  as  the 
patient's  life  was  a  real  misery  to  her. 

Two  days  later,  with  the  assistance  of  my  colleague  Mr. 
Gibbs,  I  opened  the  abdomen,  and  on  examining  the  place 
where  the  resistance  had  been  demonstrated,  I  found  a  cord 
of  adhesion  nearly  one  quarter  of  an  inch  thick,  and  one  and 
a  quarter  inches  long,  attaching  the  pyloric  end  of  the  stomach 
to  the  abdominal  wall.  This  cord  was  removed.  Many 
slight  adhesions  were  found  between  the  lesser  curve  of  the 
stomach  and  the  gastro-hepatic  omentum  (relics,  no  doubt,  of 
the  last  attack  of  peritonitis) ;  these  were  not  interfered  with. 
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The  right  kidney  was  very  freely  moveable,  but  we  decided  to 
leave  it  alone,  and  the  abdominal  incision  was  closed  up. 

Owing  to  her  emaciated  and  extremely  feeble  condition, 
the  patient's  convalescence  was  somewhat  protracted ; 
but  she  lost  all  her  pain,  and  at  first  very  slowly,  but 
later  more  rapidly,  gained  weight  and  strength.  She  is  now 
in  excellent  health,  and  al)le  to  enjoy  life,  after  fourteen 
years  of  invalidism. 

I  had  a  letter  from  her  lately,  in  which  she  informed  me 
she  was  riding  a  bicycle  on  the  Riviera. 

The  symptoms  of  this  patient  tell  the  story  fairly  clearly. 
Prolonged  gastro-enteritis — a  gastric  ulcer,  which  perforates 
at  a  favourable  time,  as  far  as  the  contents  of  the  stomach  are 
concerned — an  attack  of  peritonitis  and  formation  of  a 
strong  adhesion  which,  because  of  the  constant  movements 
of  both  abdominal  walls  and  stomach,  gradually  becomes  a 
cord.  This  cord  proves,  by  its  mechanical  action,  a  constant 
source  of  irritation  to  the  stomach. 

Such  a  condition  of  things,  following  on  chronic  gastro- 
enteritis, with  its  emaciating  results,  soon  rendered  the  patient 
so  thin  that  her  condition  was  alarming.  Added  to  this,  she 
was  rarely  free  from  pain,  which  at  times  became  acute. 

The  relief  from  pain  was  immediate  and  has  continued. 
The  constitutional  improvement  was  slow  at  first,  as  any 
attempts  to  force  the  feeding  were  at  once  resented  by  the 
alimentary  tract. 

She  is  now  able  to  eat  anything,  and  do  most  things,  and 
has  grown  almost  fat ;  and  as  it  is  now  two  years  since  the 
operation,  there  are  fair  grounds  for  believing  that  the  benefit 
will  be  permanent. 
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XII. — A  case  of  Lingual  Glunicre  from  Liidireci  Con- 
tagion. By  Campbell  Williams.  Liead  December 
9,  1898. 

THE  following  remarkable  case  lias  recently  come  under 
my  hands,  and  is  worthy  of  recoi'd  in  that  it  shows  that 
the  infective  power  of  syphilis  may  remain  potent  in  the 
dried  state  for  maiiy  weeks.  My  patient,  let  us  call  him  A., 
had  musical  tendencies  which  affected  the  bagpipes.  He 
was  living  in  rooms,  from  January  to  the  end  of  April,  with 
his  friend  B.,  who,  unknown  to  him,  was  the  subject  of 
secondary  syphilis,  for  which  he  was  subsequently  rejected  by 
a  medical  board.  My  patient  had  for  years,  off  and  on,  been 
liable  to  ulcerative  stomatitis.  At  the  end  of  April  of  this 
year,  the  syphilitic  B.  played  upon  A.'s  bagpipes,  which 
chanced  to  be  put  away  'immediately  after  he  had  done  so,  as 
it  was  the  last  day  of  their  living  together,  and  A.  went  to 
the  country  that  afternoon.  When  A.  returned  he  got  out 
his  bagpipes,  which  had  been  locked  up,  and  had  not  been 
played  upon  by  anyone  since  B.  had  done  so,  which  would  be 
sixty-nine  to  seventy-two  days  ago,  for  my  patient  gives 
the  dates  as  between  8th  and  iltli  July.  At  that  time  he  had 
a  little  stomachic  ulcer  on  the  tongue  which  healed  of 
itself.  He  practised  on  the  instrument  several  times  between 
the  dates  mentioned  above  and  the  20th  July,  when  he  again 
went  out  of  town.  On  July  31  (of  this  date  he  is  positive) 
he  noticed  that  his  tongue  felt  sore  at  the  site  of  the  previous 
ulcer.  He  attributed  this  to  over-smoking  and  generous 
living.  Instead  of  going  away,  as  such  trouble  had  formerly 
done,  it  gradually  grew  worse,  and  he  came  to  town  to  see  me. 
I  was  on  my  holiday,  and  he  was  seen  by  a  medical  man  on 
August  22,  who  diagnosed  a  '^simple  stomachic  ulcer."  The 
patient  asserts  that  his  submaxillary  lymphatic  glands,  and 
also  those  in  front  of  the  right  sternu-mastoid,  were  enlarged 
then.  On  the  strength  of  this  diagiiosis  he  returned  to  the 
country. 

About  September  6 — he  cannot  remember  the  exact  day — 
roseola  appeared.  He  was  seen  by  a  medical  man,  whose 
name  I  suppress  at  the  patient'.s  request  as  he  fears  that  it 
might  lead  to  his  identification,  who  diagnosed  the  condition 
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correctly  and  ordered  antisypliilitic  treatment.  I  saw  the 
patient  on  September  18.  He  had  a  well-marked  indurated 
chancre  of  the  right  dorsal  surface  of  the  tongue,  midway 
between  the  raphe  and  the  free  border,  and  at  the  junction 
of  the  anterior  and  middle  third  from  before  back.  His 
submaxillary  and  cervical  lymphatics  were  enlarged,  he  was 
covered  with  roseola,  and  had  mucous  patches  of  his  tongue 
and  fauces,  with  ulceration  of  both  tonsils. 

He  had  never  smoked  anyone  else's  pipe,  being  addicted 
principally  to  cigarettes,  nor  had  he  been  exposed  to  the 
possibility  of  infection  other  than  from  B.,  either  before  or 
since  they  parted. 

I  see  no  reason  to  question  the  veracity  of  the  patient's 
statements.  The  period  of  incubation  was,  as  near  as  I  can 
judge,  from  twenty  to  twenty-three  days — that  is  counting 
from  8th  or  11th  of  July  until  the  31st,  when  he  first  noticed 
his  tongue.  The  rash  was  noted,  as  far  as  he  can  be  certain, 
on  September  6,  i.  e.  thirty-seven  days  after  the  appearance 
of  the  sore,  which  is  slightly  earlier  than  usual.  Lingual 
chancre  is  in  itself  a  rare  condition,  but  I  know  of  no 
instance  where  its  occurrence  can  be  traced  to  indirect 
infection  extending  over  two  months.  But  it  tends  to  show 
that  the  virus  of  syphilis,  whatever  it  may  be  proved  to  be, 
can  retain  its  activity  in  the  dried  state  for  many  weeks. 


Mr.  Gould's  Case  of  Pancreatic  Calculi.  59 


XIII. — A  case  of  Pancreatic  Calculi^  one  of  ivhich 
ohstructed  the  common  hile-dnct :  operation.  Bj^ 
A.  Pearce  Gould,  M.S.     Read  December  9,  1898. 

I  VENTURE  to  record  this  case  as  an  example  of  a  very 
rare  cause  of  jaundice,  and  also  as  a  contribution  to  the 
surgery  of  the  pancreas. 

The  patient,  E.  C,  was  an  insurance  agent,  46  years  of 
age,  who  had  a  very  good  family  histoi-y,  and  he  himself  had 
never  been  ill  until  he  suffered  from  influenza  four  years 
before  I  saw  him.  He  had  been  an  abstainer  from  alcohol 
for  thirty  years,  and  had  led  a  regular  healthy  '^  out-of-doors  " 
life  ;  he  did  not  suffer  from  constipation. 

In  September,  1895,  he  noticed  failure  in  his  appetite,  and 
more  than  the  usual  fatigue  in  walking.  In  the  early  part  of 
November,  1895,  he  suffered  from  pain  in  the  pit  of  his 
stomach.  This  pain  was  referred  to  a  spot  just  above  the 
navel,  did  not  radiate  at  all,  was  uninfluenced  by  food,  and 
was  chiefly  felt  in  walking  uphill.  It  came  on  gradually,  and 
only  lasted  three  or  four  days.  About  this  time  he  became 
jaundiced,  and  for  a  time  he  lost  flesh  and  strength,  and 
suffered  from  intense  itching  of  the  skin  which  interfered  with 
his  rest. 

On  November  18  he  gave  up  his  work,  and  the  rest 
appeared  to  improve  his  appetite,  which  after  that  remained 
good.  The  bowels  acted  regularly  with  pale  motions.  As 
the  jaundice  persisted,  in  spite  of  rest  and  medical  treatment, 
he  came  to  Middlesex  Hospital,  and  was  placed  under  my 
care  on  February  G,  1896. 

He  said  that  he  thought  that  he  had  lost  about  a  stone 
in  weight  during  the  previous  six  months,  and  that  during 
the  last  fortnight  he  had  gained  in  weight.  He  was 
still  fairly  well  nourished,  deeply  jaundiced,  and  his  skin 
showed  many  scars  of  wounds  produced  by  scratching.  The 
liver  was  enlarged,  its  lower  margin  reaching*  2i  inches 
below  the  ribs  in  the  right  nipple  line,  and  to  within  1  inch 
of  the  umbilicus  in  the  middle  line.  Projecting  downwards 
from  the  liver  at  the  level  of  the  tenth  costal  cartilage  was  a 
cylindrical  swelling  which  filled  out  the  right  lumbar  region, 
and  was  thought  to  be  the  distended  gall-bladder.  The 
abdomen  was  moderately  distended,  and  there  was  tender- 
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ness  on  deep  pressure^  one  inch  to  the  right  of  the  umbilicus  ; 
no  tenderness  at  the  epigastrium.  There  was  no  ascites,  nor 
any  oedema  of  the  legs.  The  appetite  was  good^  he  enjoyed 
his  food,  and  his  bowels  acted  regularly  every  day ;  the 
motions  were  clay  coloured.  He  had  a  slight  cough,  but, 
except  for  that,  he  lay  quietly  and  comfortably  in  bed. 

The  diagnosis  we  arrived  at  was  that  a  gall-stone  was 
impacted  in  the  lower  end  of  the  common  bile-duct,  and  it 
was  decided  to  attempt  its  removal. 

I  operated  on  February  14,  making  a  vertical  incision 
along  the  outer  part  of  the  right  rectus  muscle.  When  the 
peritoneal  cavity  was  opened  the  gall-bladder  was  found  dis- 
tended with  about  half  a  pint  of  fluid  ;  this  was  drawn  off  by 
an  aspirator,  and  then  the  examination  of  parts  could  be 
more  thoroughly  carried  out.  No  stone  was  felt  either  in  the 
cystic  or  common  bile-duct,  but  a  hard  lump  was  detected  by 
the  finger  in  the  foramen  of  Winslow  lying  behind  the  small 
omentum,  and  on  pressure  a  grating  sensation  was  felt.  Au 
incision  was  carefully  made  on  to  this  lump  from  the  front 
through  the  pancreas,  and  an  irregular  coral-like  stone  Avas 
extracted.  A  probe  introduced  in  the  cavity  from  which  the 
calculus  had  been  removed  was  found  to  pass  some  distance  to 
the  left  along  the  duct  of  Wirsung,  and  several  calculi  were 
felt  in  it ;  some  of  these  were  removed,  but  it  was  found 
impossible  to  remove  all.  No  stone  was  at  that  time  felt  to 
the  right  of  the  first  one  removed,  and  it  was  hoped  that  the 
cause  of  the  obstruction  to  the  flow  of  bile  into  the  duodenum 
had  been  removed.  A  suture  was  placed  in  the  wound  in  the 
pancreatic  duct,  others  in  the  peritoneum,  and  the  opened  gall- 
bladder was  sutured  to  the  abdominal  wound  and  drained ;  an 
iodoform  gauze  tampon  was  placed  in  the  lower  part  of  the 
wound  down  to  the  pancreas,  and  the  rest  of  the  wound  was 
closed. 

The  patient  was  very  sick  after  the  operation,  but  did  not 
suffer  severely  from  shock.  Bile  flowed  very  freely  from  the 
gall-bladder.  There  was  no  sign  of  peritonitis.  The  tampon 
was  Avithdrawn  on  the  third  day,  and  then  about  2  oz.  of 
viscid  dark  blood  escaped.  Subsequently  a  turbid  serous 
fluid  flowed  in  varying  quantity  from  the  track  of  the  tampon, 
which  we  regarded  as  pancreatic  fluid,  as  we  found  it  to 
possess  distinct  amylolytic  action.  The  motions  continued  to 
be  colourless,  the  urine  gave  the  bile  reaction,  and  the 
jaundiced  colour  of  the  skin  was  only  slightly  diminished. 

On  March  3,  seventeen  days  after  the  operation,  he  was 
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seized  with  an  agonising  pain  in  the  epigastrium,  limited  to 
the  region  between  the  left  costal  margin  and  the  umbilicus. 
Morphia  was  given,  the  pain  subsided,  and  next  day  he  was 
quite  comfortable  and  free  from  all  local  tenderness  or  distress. 
There  was  no  return  of  this  pain. 

By  March  9  the  sinus  loading  down  to  the  pancreas  had 
healed,  bat  the  flow  of  bile  continued  as  free  as  ever  through 
the  biliary  fistula. 

It  was  quite  clear  that  my  operation  had  failed  to  remove 
the  cause  of  the  trouble.  The  position  was  explained  to  the 
patient,  and  he  consented  to  my  making  a  second  attempt  todeal 
with  the  case.  So  on  March  19  1  operated  again,  and  opened 
the  abdomen  half  an  inch  internal  to  my  former  wound.  The 
head  of  the  pancreas  was  reached  through  the  upper  part  of 
the  incision,  and  after  some  difficulty,  owing  partly  to  the 
depth  of  the  wound  and  partly  to  the  adhesions  resulting 
from  the  previous  operation,  on  firm  pressure  I  was  able  to 
feel  a  stone  deep  in  the  pancreas  close  to  the  duodenum.  A 
director  was  passed  along  the  finger  and  pushed  through  the 
tissue  of  the  pancreas  on  to  the  stone,  and  then  with  a 
tenotome  an  incision  was  made  in  the  duct,  and  a  stone,  the 
size  of  a  horse-bean,  Avas  removed.  It  resembled  in  appear- 
ance those  formerly  removed.  A  few  other  small  fragments 
of  calculous  material  were  removed,  but  I  found  that  many 
of  the  smaller  ducts  were  charged  with  calculous  mate- 
rial, and  that  it  was  hopeless  to  attempt  to  remove  all  the 
stones.  I  could,  however,  now  easily  pass  a  probe  from  the 
pancreatic  duct  into  the  duodenum,  and  I  therefore  felt  that 
the  special  object  of  the  operation  had  been  accomplished. 
An  iodoform  gauze  tampon  was  placed  in  the  wound,  and  the 
rest  of  the  incision  was  closed.  In  the  evening  the  man 
vomited  a  quantity  of  bile,  and  proved  that  the  obstruction  to 
its  flow  into  the  duodenum  had  been  removed.  He  passed  a 
fairly  good  night,  but  next  morning  (March  20)  his  pulse 
was  very  small  and  compressible,  though  only  84  in  the 
minute.  The  bilious  vomiting  continued  until  the  morning  of 
March  21,  and  on  that  day  he  seemed  better,  brighter  in 
himself,  and  his  pulse  Avas  fuller,  temp.  98'8°. 

On  March  22  he  complained  of  pain  in  the  right  upper 
quadrant  of  his  abdomen.  There  was  then  no  bile  escaping 
from  tlie  fistula;  serous  fluid  flowed  from  the  track  of  the 
tampon,  and  the  surface  of  the  wound  presented  small 
sloughs,  some  of  which  were  removed ;  he  passed  flatus 
freely,  and  there  was  no   abdominal    distension.     The   pain 
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was  relieved  by  hot  drink,  aud  lie  slept  fairly  well  through 
the  night.  Next  morning,  March  23,  the  temperature  was 
98-4°,  pulse  100. 

On  the  24th  the  urine  Avas  free  fi'om  bile,  and  remained 
so;  the  pain  in  the  right  side  of  the  abdomen  continued; 
there  was  a  little  bile  in  the  dressings,  and  a  milky  fluid 
flowed  from  the  wound. 

On  March  26  it  was  noted  that  the  patient  had  passed 
a  very  bad  night,  and  was  very  depressed.  On  this  day  he 
vomited  after  taking  some  chicken  broth. 

On  the  27th  the  depression  of  spirits  was  very  marked,  and 
he  was  drowsy,  with  a  small,  weak  pulse  of  84.  The  vomiting 
continued,  and  he  only  passed  4  oz.  of  urine  in  twenty-four 
hours ;  this  urine  was  free  from  bile  and  albumen.  There 
was  now  no  pain.  At  midnight  I  transfused  him  and  passed 
3  pints  of  normal  saline  fluid  into  his  veins.  This  improved 
his  pulse  and  general  condition  at  the  time,  and  he  slept  for 
an  hour  after  it ;  but  the  vomiting  continued,  aud  the  vomit 
became  dark  from  admixture  with  blood,  then  hiccough  set  in, 
and  he  slowly  sank,  and  died  on  March  30 — the  twelfth  day 
after  the  second  operation. 

At  the  post-mortem  examination  some  pus  was  found 
beneath  the  gall-bladder  among  adhesions  between  the 
intestines  aud  parietes,  and  about  3  oz.  of  creamy  pus  was 
found  around  the  ctecum  and  ascending  colon.  The  general 
peritoneal  cavity  did  not  show  any  signs  of  peritonitis.  The 
papilla  of  the  duodenum  was  patent,  but  half  an  inch  from 
its  opening  into  the  bowel  the  pancreatic  duct  was  dilated 
into  an  oval,  ulcerated  cavity  in  the  head  of  the  pancreas. 
The  pancreas  was  rather  shrunken,  except  at  its  head,  many 
of  its  ducts  were  dilated,  and  some  irregular  whitish  globular 
calculi  were  embedded  in  the  oi'gan.  At  the  back  of  the  right 
lobe  of  the  liver  was  a  hydatid  cyst.  There  were  no  other 
impoi-tant  pathological  changes  present. 

The  calculi  were  analysed  and  found  to  consist  of  carbonate 
and  phosphate  of  lime.  They  were  yellowish  white  in  colour, 
very  uneven  on  the  surface,  suggesting  a  comparison  with 
irregular  coral  or  stalactites. 

In  his  well-known  monograph  on  The  Surgery  of  the 
Pancreas,  published  in  1886,  Senn  gave  as  one  of  the  indica- 
tions for  operation  on  the  pancreas,  "An  impacted  calculus  in 
the  duodenal  extremity  of  the  duct  of  Wirsung,  .  .  where  the 
common  bile-duct  is  compressed  or  obstructed  by  the  calculus, 
aud  death  is  threatened  by  choleemia,"  but  he  does  not  refer 
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to  any  case.  His  countryman,  Dr.  Richardson,  in  his  article 
in  RoswoU  Park's  Snrycry,  published  in  1897,  speaks  of 
pancreatic  calculi  as  "  without  sui-gical  interest/'  and  1  am 
unaware  of  any  recorded  operation  for  their  removal. 

Pancreatic  calculi  were  described  in  1665,  by  Panarolus, 
who  wrote  of  j)^'''^^^'^'^'^^  lapidosum.  Some  authors  speak  of 
them  as  not  very  infrequent.  Dr.  Johnston,  in  1883,  recoi'ded 
thirty-five  instances  (Amer.  Journ.  of  Med.  8c.,  1883),  but  Dr. 
Norman  Moore  met  with  only  three  examples  in  the  post- 
mortem room  of  St.  Bartholomew's  Hospital  in  two  years 
{Path.  8oc.  Trans.,  1884).  They  are  usually  multiple,  small, 
very  irregular  in  shape,  and  found  scattered  through  the 
organ  ;  they  do  not  become  faceted,  as  they  are  not  exposed 
to  friction.  Most  often  they  give  rise  to  no  definite 
symptoms,  but  they  may  occasion  fibrosis  and  atrophy  of  the 
gland,  cysts,  and  abscess.  One  of  their  rarer  effects  is,  as  in 
my  case,  jaundice  from  obstruction  of  the  common  bile-duct ; 
a  calculus  may  escape  spontaneously  into  the  duodenum,  and 
a  case  is  recorded  in  which  calculi,  in  the  tail  of  the  pancreas, 
caused  ulceration  into  the  right  end  of  the  stomach  (Dr. 
Gaillard,  in  Bull,  de  la  Soc.  Anat.,  1880)  ;  and  Oscar  Clayton 
recorded  in  the  Med.  Times  for  1849  a  case  in  which  a 
pancreatic  calculus  ulcerated  through  into  the  general 
peritoneal  cavity,  and  caused  death  from  heemorrhage. 

It  would  seem  that  only  very  rarely  will  a  pancreatic  cal- 
culus be  the  object  of  an  operation,  and  the  operation  must 
be  attended  with  a  good  deal  of  difficulty. 

Mr.  Mayo  Robson  has  pointed  out  that,  while  jaundice 
and  distension  of  the  gall-bladder  are  frequently  combined 
in  cases  of  cancer,  this  association  of  symptoms  is  quite 
rare  in  the  case  of  gall-stone.  The  explanation  offered  is 
that  gall-stones  irritate  the  gall-bladder,  and  from  this  con- 
traction and  adhesions  occur.  Even  if  the  gall-bladder  is  at 
first  distended,  it  often  later  on  contracts  from  this  invitation. 
It  is  interesting  to  notice  that  my  case  of  jaundice  from  a 
pancreatic  calculus  is  no  exception  to  Mr.  Robson's  generali- 
sation. 
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XIV. — Case  of  Acute  Hsemorrhaqic  Pancreatitis.  Bv 
A.  D.  Fkipp,  M.S.,  aud  J.  H.  Bryant,  M.D. 
Read  December  9,  1898. 

FOR  the  notes  of  this  case  I  am  indebted  to  the  excellent 
report  by  the  clinical  clerk,  Mr.  W.  J.  Lindsay. 

D.  D.,  set.  42,  admitted  into  Guy's  Hospital,  September 
S,  1898,  for  severe  abdominal  pain.  Family  history  unim- 
portant. 

Personal  history. — He  is  said  to  have  had  an  epileptic  fit 
nineteen  years  ago,  and  to  have  been  subject  to  severe  attacks 
of  '^  colic''  once  or  twice  a  year  for  some  years.  The  pain  is 
always  severe  enough  to  "  double  him  up,''  but  it  has  never 
been,  nearly  so  severe  as  in  this  attack.  For  several  months 
the  bowels  have  acted  three  times  a  day  or  more,  sometimes 
seven  times  and  nearly  every  action  has  contained  "  a  jelly- 
like substance."  There  is  no  history  of  alcoholic  excess; 
b}'  profession  he  is  a  furniture  dealer,  and  with  the  above 
exception  he  has  always  enjoyed  good  health. 

Present  illness. — He  was  in  his  usual  health  when,  on 
September  14,  he  went  to  a  dinner  party  and  partook  amongst 
other  things,  of  veal,  roast  beef,  and  greengages. 

On  the  16th,  at  8.30  a.m.  he  complained  of  '^ colic"  which 
recurred  about  every  half  hour  throughout  the  day  and 
"  doubled  him  up  "  each  time.  He  refused  his  food  but  was 
not  sick.  His  bowels  acted  four  times.  In  the  evening  he 
took  an  ounce  of  castor  oil  and  some  opium.  He  spent  a 
restless  night. 

On  the  17tli,  his  bowels  acted  very  slightly,  early  in  the 
morning.  While  his  wife  was  fetching  the  doctor  he  got  lap, 
took  a  hot  bath,  dressed  himself,  went  downstairs  and  out 
into  the  garden.  He  came  back  into  the  house  in  a  few 
minutes  and  was  found  at  11.30  a.m.  by  Dr.  Blackler,  of 
Redhill,  doubled  up  with  pain,  with  a  very  rapid  pulse,  cold 
clammy  skin,  blue  lips,  and  a  subnormal  temperature.  His 
abdomen  was  rather  rigid,  but  was  moving  with  respiration 
and  was  not  tender. 

Dr.  Blackler  at  first  suspected  lead  poisoning,  especially  as 
the  patient  had  recently  been  engaged  in  re-painting  his  own 
house,  but  later  he  inclined  to  the  diagnosis  of  acute  intestinal 
obstruction.     A  quarter  of  a  grain  of  morphia  subcutaneously 
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procured  some  relief,  but  lie  did  not  like  fomentations,  saying- 
that  tliey  increased  the  pain. 

An  hour  later  an  enema  was  g-iven  but  without  result. 
When  seen  again  in  the  evening  it  was  found  that  as  soon  as 
the  effect  of  the  morphia  had  passed  off,  the  pain  had  returned, 
and  the  point  of  its  maximum  intensity  was  above  and  to  the 
left  of  the  umbilicus.  He  had  taken  some  drachm  doses  of 
olive  oil  with  five  minims  of  tincture  of  belladonna  in  each, 
and  had  vomited  twice.  The  pulse  and  the  temperature  and 
the  skin  were  now  normal. 

Mr.  Macllwaine,  of  Redhill,  saw  him  with  Dr.  Blackler,  and 
suggested  the  possibility  of  the  diagnosis  being  acute  pan- 
creatitis of  the  hsemorrhagic  variety.  It  was  determined  to 
give  him  another  injection  of  morphia  and  to  send  him  up  to 
Guy's  that  night. 

On  the  18th,  at  1  a.m.,  he  arrived  at  the  hospital  and  I 
saw  him. 

On  admission. — Pulse  100.  Respiration  24.  Tempera- 
ture 96°.  He  is  a  well-developed,  rather  stout  man.  The 
face  is  congested,  and  of  a  somewhat  earthy  colour.  The 
pain  and  restlessness  are  so  great  that  it  is  difficult  to  get 
sensible  answers  to  questions.  His  low  groaning  is  almost 
incessant.  The  pain  is  chiefly  above  the  umbilicus.  The 
abdomen  is  somewhat  full,  but  not  distended  noi-  hard;  it 
moves  fairly  with  respiration ;  it  is  not  tender  to  pressure. 
The  knees  are  not  drawn  up  except  in  the  acutest  paroxysms 
of  pain.  There  is  no  abnormal  area  of  resonance  or  dulness, 
nor  is  there  any  abnormal  lump  or  peristaltic  wave  to  be  dis- 
covered. The  tongue  is  very  dry,  red,  not  brown,  and  not 
furred.  The  lips  are  rather  blue.  The  face  is  congested, 
and  wears  an  anxious  and  exhausted  expression.  The  gums 
show  no  blue  line.  The  hands  are  cold  and  inclined  to  be 
moist,  and  the  fingers  are  rather  bluish  under  the  nails.  The 
pupils  are  small  and  do  not  react  well.  The  kuee-jei"ks  and 
reflexes  are  normal.  Urine  1020,  not  unduly  dark ;  no  albu- 
men, sugar,  or  blood.  It  was  not  examined  for  leucin  and 
tyi'osin. 

Micturition. — No  history  of  any  abnormality  could  be  ob- 
tained. The  pulse  is  regular,  fairly  full,  100  per  minute. 
The  respiration  and  the  circulatory  system  presented  nothing 
abnormal. 

I  had  no  doubt  that  the  right  thing  to  do  was  at  once  to 
perform  an  exploratory  laparotomy,  but  I  felt  considerable 
doubt  what  we  should  find,  as  is  proved  by  the  clerk's  entry 
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in  the  report  to  the  effect  that  I  did  so  "  after  cousiderable 
discussion."  We  discussed  all  the  causes  of  severe  colic,  and 
among  them  we  discussed  the  various  forms  of  acute  pan- 
creatitis, of  which  disease  we  have  had  several  cases  at  Guy's 
during  the  last  few  months. 

At  2  A.M.,  one  hour  after  admission,  I  opened  the  abdomen 
below  the  umbilicus,  and  examined  the  whole  length  of  the 
intestinal  canal.  There  were  no  obstruction.  The  ciecum 
and  appendix,  the  kidneys,  the  gall-bladder  and  the  pelvis 
Avere  normal.  The  peritoneum  appeared  quite  healthy. 
Four  abnormal  conditions  were  noted  : 

1.  There  was  a  good  deal  of  blood-stained  peritoneal  fluid, 
and  it  seemed  to  be  particularly  accumulated  in  the  upper 
part  of  the  abdomen. 

2.  The  subperitoneal  and  omental  fat  were  very  plentiful, 
and  to  this,  I  think,  was  due  the  fulness  that  was  noted  on 
palpation.  That  in  the  omentum  had  a  curious  shotty  feel, 
but  no  necrotic  nodules  could  be  seen. 

3.  While  passing  the  ileam  under  review,  a  piece  about  two 
feet  long  was  found  to  be  contracted  down  to  the  size  of,  or 
nearly,  a  carpenter's  flat  lead  pencil. 

4.  In  three  places,  some  feet  apart,  an  inch  or  two  of  the 
small  intestine  was  blue,  but  otherwise  healthy.  There  was 
nowhere  any  distension  of  the  intestine. 

As  none  of  these  conditions  gave  any  further  indication  I 
closed  the  wound,  and  the  patient  was  put  back  to  bed.  He 
lingered  for  forty-eight  hours,  frequent  injections  of  mor- 
phia being  given  to  combat  the  pain,  and  he  died  suddenly  at 
2  A.M.  on  the  20th,  immediately  after  vomiting  a  large  quantity 
of  (j^reen  liquid. 

My  colleague,  Dr.  Bryant,  who  made  the  post-mortem 
examination,  will  report  to  you  the  result  of  his  investigations. 
I  will  only  add  that  I  am  sorry  I  have  been  unable  to  do  more 
than  record  the  clinical  facts  of  one  more  case  of  this  obscure 
disease. 

Death  took  place  at  2  a.m.  on  September  20,  1898,  and 
the  autopsy  was  performed  eleven  and  a  half  hours  after. 

The  body  was  large  and  had  a  somewhat  bloated  appear- 
ance. There  was  no  anasarca  and  no  sign  of  any  external 
injuries.  The  brain  and  spinal  cord  were  not  examined.  A 
few  fine,  filamentous,  fibrous  pleural  adhesions  were  found 
over  both  lungs.  Both  lungs  were  oedematous  and  engorged 
with  blood.  The  larynx,  trachea,  bronchi,  bronchial  glands, 
diaphragm,  mediastina,  and  pericardium  appeared  to  be  quite 
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normal.  The  heart  weighed  1:3  oz.  The  left  ventricle  was  a 
little  hypertropliied.  AH  the  valves,  the  pulmonary  artery 
and  aorta,  were  healthy  in  appearance.  The  abdominal  wall 
was  very  thick,  owing  to  tlie  great  increase  of  subcutaneous 
and  subperitoneal  fat.  On  opening  the  peritoneal  cavity,  a 
large  fatty  omentum  was  seen  covei'ing  all  over  the  intestines  ; 
in  the  fat  a  very  great  number  of  opaque,  round,  and  irregular- 
shaped  milky,  dead-white  looking  spots  of  fat  necrosis  were 
seen,  the  smallest  being  about  the  size  of  pin  pricks  and  the 
largest  about  the  size  of  split  peas.  A  smaller  number  of 
opaque,  golden-yellow  coloured  spots  of  fat  necrosis  were  also 
seen.  Similar  dead-white  and  golden-yellow  patches  of 
necrosis  were  found  in  the  subperitoneal  fat  covering  the 
intestines  and  abdominal  parietes,  in  the  mesentery,  meso- 
colon, and  the  fat  around  the  pancreas  ;  in  this  last-mentioned 
position  they  were  most  numerous.  A  few  cmiices  of  blood- 
stained fluid  were  found  in  the  peritoneal  cavity.  Extensive 
liEemorrhage  into  the  fatty  tissues  in  the  immediate  neigh- 
bourhood of  the  pancreas  was  found,  especially  in  the  gastro- 
splenic  omentum,  the  root  of  the  mesenterj^,  and  in  the 
perinephritic  fat  on  the  right  side.  The  pancreas  itself  was 
about  twice  its  normal  size,  and  it  felt  very  hard  and  indu- 
rated. On  separating  it  from  the  adjacent  structures,  it  had 
the  appearance  of  an  organ  tightly  distended  with  blood,  and 
was  of  a  dull,  dark,  purplish  colour,  especially  in  the  middle 
part  or  body.  A  longitudinal  section  was  made,  and  the 
interlobular  tissue  was  seen  to  be  infiltrated  with  blood ;  the 
gland  tissue  itself  was  of  a  dull  deep-red  colour,  as  if  actually 
inflamed  and  infiltrated  with  blood.  The  fat  surrounding  the 
oi'gan  and  that  seen  in  the  section  was  in  places  infiltrated  with 
blood,  numerous  large  dead  white  areas  of  fat  necrosis  were 
visible,  and  also  several  circular  and  oval  patches  from 
^  inch  to  ^  inch  in  diameter,  of  a  dull  olive-green  coloui",  and 
very  soft  in  consistence,  which  appeai-ed  to  be  areas  of  fat 
necrosis  which  had  become  gangrenous. 

The  mucous  membrane  around  the  cardiac  orifice  of  the 
stomach  was  ecchymosed.  There  did  not  appear  to  be  any 
catarrh  of  the  duodenum.  The  pancreatic  duct  was  not 
obstructed . 

The  small  and  large  intestines  were  normal  in  appearance. 
The  kidneys  weighed  12  oz.  and  appeared  to  be  normal. 

Microscopic  appearances. — Sections  of  the  pancreas  were 
stained  with  Inematosylin  and  eosiu,  carbo-thioniu  blue, 
naethylene  blue,  and  borax  carmine  and  picro-nigrosin. 
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The  most  striking  change  noticed  in  all  the  sections  was 
the  enormous  amount  of  blood  present,  which  could  be  seen 
in  large  quantity  beneath  the  capsule  of  the  organ,  in  the 
interstitial  tissue  between  the  lobules,  between  the  acini 
themselves,  arouud  the  ducts,  and  in  the  fat  cells  and  inter- 
cellular spaces  of  the  periglandular  connective  tissues.  In 
some  of  the  lobules  extensive  blood  extravasations  could  be 
seen,  which  had  caused  a  disintegration  of  the  acini,  so  that 
their  cells  appeared  to  be  lying  loose  in  the  midst  of  the 
blood.  The  capillaries  generally  were  over-distended  with 
blood,  and  some  small  veins  blocked  with  thrombi  were  found. 
No  structural  change  was  noticed  in  any  of  the  blood  vessels. 
The  distribution  of  the  blood  was  best  shown  in  the  specimen 
stained  with  carbo-thionin  blue,  the  red  blood-corpuscles 
being  stained  a  slight  greeuish-blue  colour,  the  nuclei  of  the 
leucocytes  a  dark  violet,  the  gland-cells  violet,  and  their 
nuclei  a  darker  violet. 

A  good  many  patches  of  fat  necrosis  were  seen  in  the 
interlobular  and  periglandular  tissues.  The  glandular  acini 
immediately  adjacent  to  these  areas  were  in  various  stages  of 
necrosis ;  and  beyond  these,  again,  the  cells  of  the  acini 
showed  cloud}'  swelling,  and  their  nuclei  were  faintly  stained 
and  indistinct.  The  connective  tissue  between  these  acini 
showed  infiltration,  with  deeply-stained  leucocytes  and  red 
blood-corpuscles.  Apart  from  these  areas  there  was  very 
little  evidence  of  any  parenchymatous  inflammation,  the 
nuclei  and  protoplasm  of  the  cells  staining  well  with  the 
various  reagents.  There  was  no  increase  of  fibrous  tissue 
or  general  small  cell  infiltration  between  the  lobules  or  their 
acini. 

The  pancreatic  ducts  Avere  not  obstructed ;  they  contained 
in  the  central  part  of  their  lamina  some  granular-looking  debris, 
similar  in  appearance  to  that  which  is  usually  found  in  a  like 
position  in  sections  of  the  normal  pancreas.  The  nuclei  and 
protoplasm  of  the  epithelial  cells  lining  these  ducts  stained 
well;  no  signs  of  inflammation,  fatty  degeneration,  or  necrosis 
were  found.  In  the  fibrous  tissues  of  and  around  the  ducts 
a  good  deal  of  blood  was  seen,  but  none  was  visible  inside  the 
ducts. 

The  areas  of  fat  necrosis  presented  the  usual  features  of 
that  condition.  The  fat  spaces  were  filled  up  with  opaque 
granular-looking  masses  and  fine  acicular  ciystals,  chiefly 
arranged  in  the  form  of  rosettes ;  the  outlines  of  the  areolar 
spaces    were    still   visible   but  no   connective-tissue    cells  or 
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their  nuclei  could  be  seeu.  The  ainoiint  of"  cell-infiltration 
about  the  nodules  varied  considerably ;  around  some  a  large 
number  of  deeply- stained,  round,  mononuclear  cells  were 
found,  whereas  none  wei-e  detected  in  the  neighbourhood  of 
others. 

In  one  of  the  sections  a  medium-size  nerve  was  found  cut 
transversely;  no  normal  change  could  be  detected. 

The  sections  stained  with  methylene  blue  and  carbo- 
thioniu  blue,  when  examined  with  yV  inch  oil  immersion  lens, 
showed  a  small  number  of  rod-shaped  bacilli,  about  two  or 
three  times  as  long  as  they  were  broad.  They  were  visible 
in  the  blood  between  the  lobules  and  the  acini,  and  appeared 
to  be  generally  distributed  tlu\)Ughout  the  organ  in  these 
positions.     There  were  no  bacilli  in  the  pancreatic  ducts. 

Sections  of  two  of  the  ganglia  from  the  pancreatico-duo- 
denal  plexus  were  examined,  but  nothing  abnormal  was  found. 
Dr.  Hale  White  and  Dr.  Starling,  who  examined  the  specimens, 
concurred  with  this  view. 

Bacteriological  examination. — Cultivations  were  taken 
from  the  centre  of  the  body  of  the  pancreas,  with  strict  pre- 
cautions to  prevent  the  possibility  of  any  accidental  contami- 
nations. A  pure  culture  of  the  Bacillus  coli  commiinis  resulted, 
as  Avill  be  seen  by  the  following  reactions  : 

The  bacilli  were  fairly  motile  ;  the  majority  were  in  the 
form  of  short  rods  with  rounded  ends.  They  did  not  retain 
the  stain  after  treatment  by  Gram's  method. 

Bi'oth  after  twenty-hours,  at  37°  C,  became  cloudy,  opaque, 
and  turbid,  and  at  the  end  of  forty-eight  hours  a  thick 
yellowish-white  deposit  was  produced.  A  very  good  indol 
reaction  was  obtained  after  twenty-four  hours.  Gelatine  was 
not  liquefied.  Abundant  gas  was  produced  after  twenty-four 
hours  in  gelatin  shake  cultures. 

On  agar,  at  37°  C,  light  yellowish-white,  opaque,  glistening 
colonies  were  produced  at  the  end  of  twenty-four  hours. 
Litmus  milk  was  coagulated,  and  an  acid  reaction  produced 
in  twenty-four  hours.  Small  opaque,  white,  raised,  glistening 
colonies  were  produced  on  gelatin  plates  at  the  end  of  twenty- 
four  hours. 

Remarhs. — The  pathological  process  in  this  case  appears 
to  have  been  one  of  primary  acute  interstitial  inflammation  of 
the  pancreas,  associated  with  the  presence  of  the  Bacillus  coli 
communis,  and  characterised  by  the  presence  of  a  large 
amount  of  blood  in  the  periglandular,  interlobular,  and  inter- 
acinous  connective  tissues,  and  areas  of  fat  necrosis,  adjacent 
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to  wliich  secondary  inflammation  and  necrosis  of  the  cells  of 
the  bordering  aciui  of  the  lobules  had  occurred.  It  is  inter- 
esting to  note  that  no  parenchymatous  inflammation  could  be 
seen,  except  at  the  periphery  of  the  lobules  in  the  immediate 
neighbourhood  of  fat  necrosis.  The  bacilli  were  found  only 
where  blood  was  present,  suggesting  an  infection  through  tlie 
blood-vessels.  The  normal  appearance  of  the  lining  cells  of 
panci-eatic  ducts,  and  the  absence  of  blood  and  bacilli  inside 
them,  make  the  possibility  of  this  source  of  infection  unlikely. 

Two  other  cases  of  this  disease  at  Guy's  Hospital  have  been 
examined  by  Mr.  Pakes,  the  Demonstrator  of  Bacteriology, 
and  in  each  a  pure  culture  of  the  Bacillus  coli  commnnis  was 
obtained  from  the  pancreas. 

A  very  similar  case  has  been  fully  reported  by  Dr.  Frede- 
rick Craven  Moore  in  the  Medical  Chronicle  of  August  last, 
from  the  pancreas  of  which  a  pure  culture  of  the  Bacillus  coli 
communis  was  obtained,  and  in  which  the  channel  of  infection 
was  thought  to  be  the  lymphatic  spaces. 
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XV. — Five  cases  of  Acvfe  Fancreatitis.  By  G.  Newton 
Pitt,  M.D.     Read  December  9,  1898. 

CASE  1. — Herbert  C,  set.  42,  a  corn-chandler^  a  temperate 
healthy  man ;  during  August  and  September,  1897,  he 
had  three  attacks  of  severe  abdominal  pain,  each  lasting 
about  an  hour  and  accompanied  by  sickness.  The  attacks 
occurred  at  about  an  interval  of  a  fortnight.  On  November 
12,  he  had  another  attack  of  agonising  abdominal  pain,  which 
he  says  was  so  intense,  that  he  was  absolutely  prostrate ;  it 
was  accompanied  with  vomiting.  Dr.  John  Young,  of 
Stamford  Hill,  attended  him,  and  noted  that  his  pulse  was 
rapid,  120,  the  temperature  normal,  the  bowels  constipated, 
and  the  abdomen  so  rigid,  that  it  was  not  possible  to  make 
out  anything  further  abnormal.  On  the  14th  the  bowels 
were  opened  seven  or  eight  times,  and  the  temperature  rose 
to  100°.  There  was  pain  in  the  back.  On  the  16th  a  lump 
was  noticed  in  the  upper  part  of  the  abdomen,  which  appeared 
to  be  connected  with  the  liver.  The  swelling  is  tender,  the 
bowels  are  loose,  but  the  pain  ceased.  The  temperature 
varied  from  100°  to  101*8°.  The  treatment  adopted  was 
opium,  bismuth,  and  salicylate  of  soda. 

The  man  had  had  a  great  deal  of  mental  worry  lately.  At 
the  back  of  his  house  there  is  a  stable,  the  odours  from  which 
pervade  the  air.  At  first  it  was  thought  that  he  might  have 
typhoid,  but  the  development  of  the  swelling  raised  a  question 
as  to  whether  there  was  an  abscess,  or  a  cyst,  or  whether 
the  mass  was  of  the  nature  of  a  malignant  growth.  Owing 
to  the  insanitary  nature  of  his  surroundings  any  surgical 
interference  was  precluded.  Throughout  there  has  been 
neither  albumen  nor  sugar  in  the  urine;  the  temperature  iias 
been  somewhat  raised,  but  the  pulse  rate  has  been  increased 
out  of  all  proportion. 

When  admitted  on  November  21  into  Gny's  Hospital 
under  the  care  of  Dr.  Pitt,  he  was  found  to  be  a  rather  stout 
man  with  a  large  abdomen,  anaemic,  lying  almost  always  on 
his  left  side,  and  objecting  to  lying  on  his  back  for  even  a 
minute  owing  to  the  discomfort  produced  ;  he  did  not  complain 
of  any  pain.  There  was  slight  oedema  ot^  the  skin  over  the 
ankles.     He  was  very  dull  and  sullen,  spoke  slowly,  and  it 
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was  with  great  difficulty  that  any  information  could  be  elicited 
from  him. 

The  abdomen  was  distended,  the  anterior  wall  being  pushed 
forwards,  the  most  prominent  point  being  two  inches  above 
the  umbilicus.  The  circumference  of  the  abdomen  is  36 
inches,  from  the  upper  edge  of  the  sternum  to  the  umbilicus, 
15  inches;  from  the  tip  of  the  ensiform  cartilage,  7^  inches; 
and  from  the  umbilicus  to  the  pubis,  6  inches.  The  umbilicus 
is  depressed.  The  abdomen  moves  with  respiration,  and 
there  is  pulsation  palpable  in  the  upper  part. 

Upon  palpation  a  deep-seated  globular  mass  can  be  felt, 
extending  down  to  within  an  inch  of  the  umbilicus,  and 
upwards  towards  the  ensiform  cartilage,  and  about  two  and  a 
half  inches  on  each  side  of  the  middle  line.  The  limits  are 
ill-defined,  as  it  lies  behind  the  abdominal  contents,  being 
resonant  on  percussion,  although  in  some  parts  the  note  is  less 
resonant  than  elsewhere.  There  is  a  marked  depression  above, 
separating  it  from  the  liver  and  also  from  the  spleen,  which 
give  normal  dulness,  and  below  them  there  is  a  markedly 
tympanitic  note.  The  mass  transmits  a  non-expansile 
pulsation  from  the  aorta.  There  is  a  spot  to  the  right  of  and 
above  the  umbilicus  which  the  man  says  is  tender  on  pressure. 

Upon  auscultation  the  second  sound  of  the  heart  is  audible 
from  the  apex  to  the  umbilicus,  but  otherwise  the  sounds  and 
size  of  the  heart  are  normal.  Pulsation  is  to  be  felt  over  the 
fourth  and  fifth  left  spaces.  The  pulse  is  120,  soft  and  regular. 
The  respiratory  system  is  normal,  with  the  exception  that  the 
breathing  varies  from  30  to  40  per  minute. 

The  urine  is  acid,  of  normal  colour,  sp.  gr.  1020,  is  free 
from  albumen,  pus,  sugar,  and  blood,  it  deposits  urates  on 
cooling. 

November  22. — The  patient  passed  a  bad  night ;  he  is  dull, 
Xovember. 
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slow,  and  unwilling  to  be  examined.     The  mass  was  considered 
to  be  retro-peritoneal,  probably  inflammatory  in  origin,  and 
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unconuectoel  with  tlie  liver  on  account  of  the  depression 
above  it.  The  bowels  have  not  been  opened,  but  the  patient 
frequently  passes  flatus. 

November  23. — The  bowels  were  opened  twice  after  an 
enema,  the  motions  were  yellowish  and  normal  in  character. 
Tlie  mass  can  now  be  felt  more  OJi  the  right  than  on  the  left 
of  the  middle  line.  Urine  concentrated,  deep  orange  in 
colour,  sp.  gr.  1026,  urea  3*9  per  cent.,  free  from  albumen. 
There  is  no  oedema  about  the  ankles. 

November  24. — The  patient  lies  generally  on  left  side  in 
a  drowsy  condition  ;  he  complains  of  faintness  and  pain  in 
the  back,  and  the  least  disturbance^  rapidly  exhausts  him. 

November  25. — The  pulse  is  dicrotic,  and  there  is  again 
some  oedema  about  the  ankles.  An  examination  of  the  blood 
for  Vidal's  typhoid  reaction  was  negative,  the  serum  only 
acting  with  a  50  per  cent,  and  not  with  a  5  per  cent,  dilution. 
He  has  been  taking  an  aromatic  mixture,  and  at  night  a 
draught  of  chloralamide. 

Mr.  Jacobson  examined  the  patient;  the  mass  appeared 
to  extend  below  the  umbilicus  and  up  to  the  margin  of  the 
ribs,  more  especially  on  the  right  side.  A  hydatid,  a  ruptured 
aneurysm,  a  pancreatic  cyst,  a  retro-peritoneal  abscess,  either 
actinomycotic  or  in  connection  with  an  appendicitis,  &c.,  Avere 
discussed.  The  patient's  mental  and  physical  condition  were 
not  considered  favourable  for  an  exploratory  laparotomy. 
Pil.  Creasoti,  gr.  v,  p.  r.  n. 

Dr.  Bryant  examined  the  blood,  and  found  that  it  coagu- 
lated readily,  the  haemoglobin  was  70  per  cent,  of  the  normal ; 
the  number  of  the  red  cells  4,950,000  and  the  leucocytes 
22,500  per  c.mm. 

November  26. — The  tumour  is  larger  to-day,  and  extends 
4  inches  to  the  right,  1  inch  below,  and  3  inches  above  the 
umbilicus.  In  front  of  and  above  this  is  a  large  gas-con- 
taining cavity  which,  when  percussed  and  auscultated,  yields 
a  bell  note.  It  reaches  to  the  level  of  the  nipples,  on  the  left 
to  the  mid-axillary  line,  on  the  right  to  the  nipple  line,  and 
below  to  the  umbilicus.  This  is  obviously  a  greatly  distended 
stomach,  pushed  forwards  by  the  tumour,  which  probably  is 
pressing  upon  the  duodenum. 

The  portion  of  the  tumour  to  the  right  of  the  umbilicus  is 
more  obvious  when  he  is  lying  on  his  left  side;  the  portion 
on  the  left  is  more  deeply  seated.  He  complains  of  pain  in 
the  back,  which  is  not  tender  on  percussion  ;  he  is  extremely 
uncomfortable  when  he  is  placed  on  his  back. 
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The  iirine  contains  a  trace  of  albumose.  It  gives  no  cloud 
with  nitric  acid  at  the  line  of  junction,  but  a  diffuse  one  in 
the  upper  part,  which  disappears  with  warmth  and  reappears 
on  cooling.  The  same  occurs  with  picric  acid.  A  few  drops 
of  a  saturated  solution  of  salicyl-sulphonic  acid  gives  a  cloud 
when  added  to  the  urine,  showing  that  albumose  is  present. 
It  also  gives  a  cloudy  precipitate  with  strong  acetic  acid,  and 
also  with  a  mixture  of  acetic  acid  and  phospho-tungstate  of 
soda.  The  urine  did  not  give  a  biuret  reaction  with  Fehling's 
sohition  ;  a  dense  yellow^  fog  which  was  prevalent  possibly 
made  this  test  uncertain.  The  urine  did  not  contain  urobilin, 
which  would  have  been  present  had  there  been  a  ruptured 
aneurysm.     The  diagnosis  seemed  to  lie  between — 

1.  A  rapidly  growing  retro-peritoneal  sarcoma. 

2.  A  retro-peritoneal  abscess  in  connection  with  the  pan- 
creas, or  possibly  with  a  gastric  ulcer  or  with  gall-stones. 

3.  A  pancreatic  cyst. 

The  leucocytosis,  the  albumosuria,  and  the  continued 
pyrexia  Avere  in  favour  of  suppuration. 

Fig.  1.  Fig.  2. 


Fig.  1   shows    the   mass   which    could    be   felt    on    November    21.     There    was 

teiidei'iiess  on  pressure  iit  the  spot  indicated  by  a  cross. 
Fig.  2  shows  the  condition  on  November  26.     The  continuous  line  indicates  the 

tympanitic  area  due  to  the  enormously  distended  stomach,  the  dotted  line 

the  ill-defined  right  and  lower  margin  of  the  mass,  which  lay  behind  the 

stomach. 


November  27. — Dr.  Pitt  came  to  the  conclusion  that  the 
mass  is  increasing  in  size,  as  it  is  now  palpable  over  a  much 
larger   area,  it   is  less  deep-seated  than  it  was,  this  is  not 
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due  to  tlie  abdotueu  being  smaller;  the  emptying  of  the 
stomach  is  much  more  interfered  with.  As  albumosuria  and 
leucocytosis  were  present,  it  was  decided  that  it  would  be 
necessary,  in  spite  of  the  patient's  unfavourable  position,  to 
try  to  drain  the  mass.  The  patient's  pulse  throughout  has 
been  rapid  and  dicrotic. 

At  6  P.M.  the  patient  vomited  a  pint  of  dark  green,  bilious 
fluid,  with  a  considerable  amount  of  mucus.  He  vomited 
four  times  during  the  evening,  the  pulse  and  temperature  ran 
up,  the  bowels  also  acted  freely,  and  he  became  somewhat 
collapsed. 

November  28. — The  girth  round  the  umbilicus  is  36^ 
inches,  from  the  umbilicus  to  the  pubes  measures  8|  inches, 
from  tip  of  sternum  to  umbilicus  14  inches.  Hence  the 
umbilicus  is  less  pushed  down  than  it  was  on  admission,  but 
the  girth  of  the  abdomen  has  increased.  The  most  prominent 
pai't  of  the  tumour  is  2  inches  above  the  umbilicus.  The  note 
is  more  tympanitic  than  it  is  over  the  tumour.  The  result 
of  examining  him  was  to  start  the  vomiting  again  ;  he  brought 
up  a  pint  of  green  fluid,  and  vomited  frequently  during  the 
day  and  the  next  night. 

When  the  patient  lies  on  his  left  side  there  is  palpable  the 
edge  of  a  deep-seated  mass  running  up  close  to  the  edge  of 
the  ribs  on  the  right  side.  The  pulse  was  130,  and  he  attri- 
buted the  vomiting  to  the  displacement  of  the  abdominal 
gases  produced  by  the  palpation. 

November  29. — The  patient's  condition  has  decidedly 
deteriorated  during  the  past  few  days  ;  the  tutnour  is  more 
tense  and  obvious,  and  it  is  clear  that  there  is  nothing  to  be 
gained  by  postponing  any  operative  interference,  which 
appears  to  offer  the  only  chance  of  benefiting  him.  Accord- 
ingly Mr.  Jacobson  explored  the  abdomen,  the  patient  and  his 
wife  being-  desirous  that,  in  spite  of  the  unfavourable  condi- 
tion, this  should  be  done,  as  otherwise  his  condition  appeared 
hopeless. 

The  abdominal  wall  was  loaded  with  fat.  A  median 
incision  from  the  xyphoid  cartilage  to  the  umbilicus  was 
made.  The  great  omentum  Avas  extensively  adherent  to  the 
parietal  peritoneum,  the  adhesions  were  comparatively  recent, 
and  bled  freely  when  torn  through,  the  free  oozing  causing 
considerable  trouble.  ^\^hen  the  omentum  was  drawn  up  free 
oozing  came  from  its  deep  adhesions  to  a  large  mass,  Avhichit 
it  was  now  thought  might  be  malignant  growth.  There  were 
numerous  nodules  of  fat  necrosis  visible  on  the  peritoneum 
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disseminated  over  the  upper  half  of  the  abdomen.  Owing  to 
the  feeble  condition  of  the  patient  and  the  extreme  vascu- 
larity of  all  the  adhesions,  it  was  agreed  that  it  was  impos- 
sible to  deal  radically  with  the  deep-seated  mass. 

After  the  operation  the  patient  was  frequently  sick,  and 
his  pulse  was  very  feeble.  He  rallied  for  a  time,  but  died 
twenty-four  hours  later,  having  been  pulseless  for  some  hours. 

The  history  is  that  there  were  three  months  previously 
three  attacks  of  intense  abdominal  pain  with  vomiting-  lasting 
about  an  hour. 

Eighteen  days  before  his  death  he  had  another  attack  of 
intense  pain  with  vomiting,  constipation,  and  a  very  rapid 
pulse.  Four  days  later  an  ill-defined  tumour  which,  on  per- 
cussion, gave  impaired  resonance,  was  noticed  above  the 
umbilicus. 

These  symptoms  agree  with  those  indicated  by  Professor 
Fitz  as  being  indicative  of  acute  pancreatitis. 

The  diagnosis  was  uncertain  and  the  man's  condition  was 
so  unsatisfactory  that  it  was  decided  to  wait,  on  the  chance 
that  the  acute  stage  might  pass  off. 

It  became  certain  that  the  mass  was  retro-peritoneal,  and 
as  the  stomach  became  gi-eatly  distended  that  it  probably  was 
pushing  the  duodenum  forwards.  There  was  pyrexia,  the 
urine  contained  album ose,  and  there  was  marked  leuco- 
cytosis.  The  diagnosis  pointed  fairly  definitely  to  some 
suppuration  in  the  region  of  the  pancreas,  due  to  pancreatitis, 
gall-stones,  or  gastric  ulcer,  but  it  was  felt  that  possibly  the 
mass  might  be  due  to  malignant  growth. 

As  the  pressure  on  the  stomach  increased  and  the  mass 
was  becoming  larger,  we  decided  not  to  delay  opening  the 
abdomen.  The  very  fi-ee  oozing  of  blood  from  all  the  parts 
in  front  of  the  mass  gave  rise  to  considerable  trouble,  and 
the  mass  was  so  solid  to  the  touch  that  it  was  determined  not 
to  proceed  further,  and  the  abdomen  was  closed  again. 

The  tumour  carried  the  lesser  omentum  and  the  stomach 
in  front  of  it,  so  that  it  occupies  the  highest  position  a 
pancreatic  cyst  can,  and  thus  corresponding  to  the  position 
of  the  pancreatic  cyst  in  Mr.  Doran's  case.  These  cases  of 
hasmorrhagic  pancreatitis  are  probably  only  acute  forms  of 
conditions  Avhich  lead  to  pancreatic  cysts.  It  is  probable  that 
the  very  acute  cases,  such  as  the  present,  will  not  be  saved 
even  by  early  operative  interference,  and  with  the  less  acute 
forms  it  is  undesirable  to  operate  until  the  process  has  become 
somewhat  quiescent. 
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There  was  no  history  of  truumatism. 

Inspection  by  Dr.  Bryant. — On  opening  the  peritoneal 
cavity,  the  omentum,  colon,  stomacli,  pancreas,  duodenum,  and 
numerous  coils  of  small  intestine  were  found  matted  tog-ether. 
In  the  parietal  peritoneum  and  also  in  the  visceral  peri- 
toneum, numerous  little  round,  yellow  bodies  were  seen, 
which  I  at  first  thought  were  tubercles,  and  that  we  had  to 
deal  with  a  case  of  tuberculous  peritonitis.  More  careful 
examination,  however,  showed  that  they  were  nodules  of  fat 
necrosis.  I  first  of  all  removed  as  much  of  the  intestine  as  I 
could,  and  in  doing  so  a  large  number  of  these  little  bright 
yellow  areas  of  fat  necrosis  were  found  in  the  mesentery  and 
in  the  appendices  epiploicas.  They  varied  in  size,  most  being 
about  the  size  of  tubercles;  many,  however,  were  as  large  as 
peas.  The  contained  substance  resembled  somewhat  caseous 
material,  but  it  had  greasier  and  more  tallowy  consistence. 
Areas  of  fat  necrosis  were  also  found  in  the  abdominal  fatty 
tissue  genei-ally.  Large  areas  similar  in  character  were  also 
found  in  the  omentum. 

On  tearing  through  the  lesser  omentum  exposing  the  pan- 
creas, it  "was  seen  to  be  of  a  dark  purplish-black  colour,  and 
extremely  soft.  It  was  lying  at  the  back  of  a  smooth-walled 
cavity  which  no  longer  contained  any  fluid  (some  dark 
brownish-yellow  fluid  which  appeared  to  come  from  the 
jejunum,  and  which  looked  like  the  contents  of  the  first  part 
of  the  intestine,  must  have  escaped  from  this  cavity  at  the 
commencement  of  the  autopsy).  This  is  probably  the  lesser 
cavity  of  the  peritoneum.  On  cutting  through  the  pancreas, 
Avhich  appeared  of  normal  consistency,  came  upon  a  pulta- 
ceous  mass  of  necrotic  tissue  extending  into  the  mesentery 
and  around  the  ascending  part  of  the  duodenum. 

A  large  number  of  gall-stones  were  found  in  the  gall- 
bladder. 

Case  2. — I  remember  seeing  a  middle-aged  lady  some 
years  ago  who  had  been  suffering  for  two  or  three  weeks 
with  intense  abdominal  pain  and  vomiting,  and  had  become 
extremely  ill.  I  found  evidence  of  a  large  retro-peritoneal 
abscess,  which  had  burrowed  to  the  right  loin  below  the  liver, 
where  we  opened  it  and  let  out  a  large  quantity  of  purulent 
fluid,  but  she  only  survived  a  short  time.  At  the  inspection 
we  found  a  large  abscess  above  and  behind  the  stomach, 
lying  behind  the  peritoneum,  and  no  trace  of  the  greater 
part    of    the    pancreas    could    be    found.       The   abscess    had 
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undoubtedly  originated  in  an  acute  pancreatitis^  although  I 
did  not  realise  this  at  the  time.  The  rest  of  the  organs  were 
normal. 

There  are  two  specimens  in  the  Guy's  Museum  which 
were  presented  b}'  Dr.  Habershon  many  years  figo.  The  first 
is  reported  in  the  Guy's  Hospital  Bi-ports  for  18G3,  p.  97.  As 
they  are  not  included  in  the  list  of  cases  collected  by  Pro- 
fessor Fitz,  I  may  briefly  recapitulate  them. 

Case  o. — Mr.  G.,  get.  53,  an  accountant^  had  been  in  the 
habit  of  taking  freely  of  wine  and  beer,  but  with  the  excep- 
tion of  indigestion  for  the  past  year  he  had  enjoyed  good 
health. 

On  November  12,  1863,  at  two  o'clock  he  got  out  of  bed 
and  drank  freely  of  cold  water,  and  at  three  o'clock  intense 
pain  came  on  in  the  epigastrium  and  the  right  hypochon- 
drium,  followed  by  vomiting,  and  this  continued  for  some 
hours.     The  urine  and  fteces  remained  normal. 

On  the  loth  the  vomiting  and  pain  returned,  and  ceased 
on  the  17th. 

On  December  22  he  seemed  convalescent,  but  on  the  24th 
a  hard  pulsating  tumour  could  be  felt  between  the  epigas- 
trium and  the  umbilicus.  When  seen  on  December  22  he 
looked  healthy ;  there  was  a  deep-seated  tumour  in  the 
abdomen  above  the  umbilicus,  three  inches  across,  with  im- 
paired resonance  on  percussion,  and  the  tumour  became  less 
definite  when  he  turned  on  to  his  hands  and  knees. 

Towards  the  end  of  the  mouth,  the  vomiting  became  in- 
cessant, and  he  became  more  and  more  collapsed,  dying  on 
February  8. 

At  the  inspection  the  omentum  appeared  as  a  black 
puckered  mass;  the  stomach  was  greatly  distended.  The 
lesser  sac  of  the  omentum  contained  a  well-defined  abscess, 
lying  above  and  behind  the  stomach.  The  pancreas  was 
said  to  be  healthy,  except  that  towards  the  centre  of  the 
gland  there  wei*e  some  distended  ducts  which  communicated 
with  the  abscess.  The  condition  should  therefore  be  classified 
under  the  head  of  suppurative  pancreatitis,  and  not  under 
the  heemorrhagic  form. 

Case  4. — The  other  case,  which  is  recorded  in  Habershon's 
Diseases  of  the  Ahdomen,  is  that  of  James  P.,  set.  60,  publican, 
admitted  under  Dr.  Habershon  on  July  4,  1896. 
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H(,'  states  tliat  lie  has  always  enjoyed  good  heakli  till 
within  the  last  three  months,  when  he  was  suddenly  seized  with 
vomiting  and  a  severe  pain  in  the  stomach,  which  have  laid  him 
np  ever  since,  the  vomiting  I'eturning  at  intervals  of  three  or 
four  days.  Four  years  ago  he  began  to  feel  slight  pains  in 
the  stomach,  which  would  come  on  every  three  oi-  four 
months,  but  they  were  relieved  by  taking  a  little  cayenne 
pepper  in  brandy.  He  is  at  present  very  emaciated^  with  a 
dry,  hot  skin,  anxious  countenance,  sunken  eyes,  tongue 
furred,  with  yellow-coloured  borders,  pulse  frequent  and 
bounding,  chest  normal.  There  is  a  large  tumour,  occupying 
almost  the  whole  of  the  left  hypochondrium  and  part  of  the 
right,  and  extending  downwards  to  the  umbilicus  ;  pressure 
over  it  is  very  painful  and  produces  nausea.  On  auscultation 
the  tumour  appears  to  throb  or  vibrate  ;  his  bowels  are  very 
constipated ;  appetite  poor,  but  he  is  excessively  thirsty. 
Since  he  has  been  in  the  hospital  he  has  vomited  a  yellowish- 
green  liquid  with  a  thick  mucous  surface,  which  he  has 
brought  up  eight  or  nine  times,  half  a.  pint  at  a  time,  and 
which  gives  him  considerable  relief.  He  feels  very  uncom- 
fortable after  a  meal,  which  he  says  causes  great  pain  and 
pressure  on  the  tumour.  The  extremities  are  free  from  pain, 
but  he  is  unable  to  get  up  on  account  of  his  great  weakness. 
Urine  scanty  and  high-coloured,  no  albumen. 

Treatment. — His  diet  to  consist  of  beef  tea,  eggs,  milk, 
soda-water,  and  brandy  jiij  per  diem,  and  the  following 
mixture :  ^theris  Chlorici  iij^x,  Bismuthi  Trisnitratis  gr.  x,  ex 
Mist.  Mucilag.,  t.  d.  s. 

July  5. — Slightly  relieved  after  taking  the  medicine,  but 
the  vomiting  continued. 

July  8. — Bowels  have  not  been  opened  since  June  31. 
He  vomits  up  everything  he  takes,  whether  liquid  or  solid, 
mixed  with  a  quantity  of  yellow-coloured  pus.  He  was  taken 
very  much  worse  about  10  p.m.,  and,  lingering  in  great  paiu 
all  night,  expired  next  morning,  July  9,  at  7  a.m. 

July  9. — A  post-mortem  examination  was  made.  On 
opening  the  abdomen  some  brownish  clear  fluid  was  seen 
among  the  coils  of  intestine,  and  the  latter  were  in  places 
injected,  showing  an  early  stnge  of  peritonitis.  On  lifting 
up  the  colon  the  mesocolon  was  seen  to  project  as  a  bag 
of  fluid,  and  in  this  was  a  small  opening  through  which 
brown  liquid  flowed.  On  separating  the  stomach  from  the 
colon  the  sac  was  seen  to  be  formed  by  the  bag  of  the  lesser 
omentum  j  this  Avas  about  the  size  of  the  stomach  itself,  was 
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filled  with  the  same  brown  fluid  as  the  abdomen,  and  held 
probably  two  or  three  pints ;  the  fluid  was  light  brown, 
slightly  viscid,  and  inodorous  ;  it  contained  numerous  loose 
threads  of  membranous  tissue,  in  some  of  which  earthy  matter 
could  be  felt,  the  interior  was  covered  with  hardened  nodules 
of  lymph.  On  the  floor  of  this  space  lay  a  mass  of  thready 
tissue,  resembling  the  pieces  which  were  seen  floating  loose; 
this,  upon  examination,  appeared  to  be  the  pancreas,  some 
two  and  a  half  inches  of  which  is  seen  to  have  sloughed  and 
forms  a  black  mass.  The  stomacli  and  duodenum  were 
matted  together.  Yellow  concrete  matter  was  found  in  the 
walls  of  the  cyst  (probably  fat  necrosis).  The  gall-bladder 
contained  numerous  gall-stones  of  the  black  pigment  variety. 
The  other  viscera  were  in  a  healthy  condition. 

Case  5. — For  the  following  notes  I  am  indebted  to  Mr. 
Leedham  Fuller,  of  Streatham  Hill,  who  saw  the  patient 
during  life. 

Mrs.  A.  J.,  ^t.  70,  the  mother  of  three  children.  She 
had  been  treated  for  some  years  past  by  the  late  Sir  Richard 
Quain  for  flatulence  and  dyspepsia.  A  spare  woman,  always 
a  small  eater,  but  she  has  enjoyed  her  wine  and  spirits,  and 
lias  suffered  intensely  from  flatulence.  Eighteen  months 
ago,  when  staying  in  the  country,  she  had  an  attack  of  pain, 
with  severe  sickness  and  collapse,  similar  to  the  present 
attack  but  less  severe. 

On  the  morning  of  October  10,  1898,  at  10  a.m.,  after  an 
unusually  good  breakfast,  she  was  attacked  with  intense  pain 
in  the  epigastrium,  accompanied  by  sickness  and  collapse. 
The  pain  Avas  not  relieved  by  the  vomiting.  There  was  pain 
in  the  epigastric  region  on  pressure,  with  slight  general  dis- 
tension ;  towards  the  end  there  Avas  extreme  tympanites  but 
no  other  abnormnl  abdominal  signs.  There  was  a  constant 
desire  to  pass  a  motion ;  an  enema  brought  away  a  consti- 
pated mass  with  some  fat  particles,  but  the  distressing  desire 
was  not  relieved. 

On  the  17th  the  sickness  somewhat  abated,  and  the 
collapse  became  less  marked  ;  this  was  probably  due  to  the 
injections  of  strychnine,  brandy,  and  ether  which  had  been 
administered  subcutaneously,  and  to  the  opium  which  she 
had  taken ;  the  symptoms  inci-eased  again  in  severity  on  the 
night  of  the  17th,  and  she  died  at  10  a.m.  on  the  morning  of 
the  18th,  exactly  forty-eight  hours  after  the  onset  of  the 
illness. 
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At  the  iuspectiou  the  liver  was  found  to  be  cirrhotic,  and 
there  was  extensive  fat  necrosis  in  the  omentum.  Hsemor- 
rhag-e  had  taken  place  into  the  tissue  of  the  pancreas,  and 
increased  its  volume  to  two  or  three  times  its  normal  size. 
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XVI. — Gases  of  Abdominal  Section  for  Intra-peritoneal 
Extravasation.  By  J.  Hutchinson,  jim.  Bead 
January  27,  1899. 

IN  the  three  following  cases  ahdoniinal  section  was  per- 
formed on  account  of  traumatism,  and  in  each  the  peri- 
toneal cavity  was  full  of  fluid,  in  the  first  case  of  blood,  in  the 
second  of  urine  and  exuded  serum,  in  the  third  of  fluid  derived 
from  a  ruptured  ovarian  cyst.  In  neither  case  was  there  any 
external  wound  ;  it  seems,  therefore,  allowable  to  group  them 
together. 

Case  1.  Profuse  haemorrhage  [traumatic]  into  the  peri- 
toneal cavity,  treated  hy  abdominal  section. — James  W.,  set,  32, 
a  horsekeeper,  was  knocked  down  and  his  abdomen  run 
over  by  a  trap,  September  15,  1896.  He  did  not  lose  con- 
sciousness, and  was  able  to  walk  home  a  short  distance. 
He  became  subsequently  collapsed  and  very  pale,  and  was 
sent  up  to  the  hospital  the  same  day  with  the  diagnosis  of 
internal  haemorrhage.  There  was  slight  distension  of  the 
abdomen,  pain  and  great  tenderness,  specially  in  the  iliac 
and  left  lumbar  regions.  Bej^oud  the  left  linea  semilunaris 
there  was  dulness  on  percussion,  a  dulness  which  shifted  on 
change  of  position,  and  which  vvas  therefore  almost  certainly 
due  to  extravasated  blood.  The  urine  was  normal.  On  the 
following  day  he  was  decidedly  worse,  more  restless  from 
pain,  and  with  a  temperature  of  102°,  the  abdomen  also  get- 
ting more  distended.  As  there  was  considerable  risk  of  some 
viscus  being  ruptured,  abdominal  section  was  performed  ;  the 
peritoneal  cavity  was  found  to  be  full  of  blood,  about  two 
pints  of  blackish  fluid  escaping ;  the  incision  being  extended 
above  the  umbilicus,  the  torn  vessels  were  carefully  hunted 
for.  The  mesentery  was  severely  bruised  in  two  places,  but 
no  vessel  could  be  found  which  actually  required  a  ligature. 
The  intestine  was  certainly  not  damaged,  the  great  omentum 
was  normal,  and  there  seemed  no  doubt  that  the  large  amount 
of  blood  present  came  from  the  bruised  and  torn  mesenteric 
veins.  The  abdominal  cavity  was  irrigated  and  the  wound 
closed.  A  hypodermic  injection  of  ergotine  was  given,  fol- 
lowed by  others  of  morphia  and  strychnia.  The  relief  afforded 
by  the  operation  was  very  mai-ked,  though  a  certain  amount  of 
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oozing"  must  iiave  occurred  subsequently,  judging  by  some 
duhiess  in  the  flanks  and  the  escape  of  blood  for  a  few  days 
into  the  dressings.  With  the  exception  of  two  stitch  abscesses 
the  long  wound  healed  perfectly,  and  he  left  the  hospital  a 
month  after  the  operation.  There  had  been  slight  vomiting 
for  two  Of  three  days  following  it.  It  may  be  asked  Avhether  ab- 
dominal section  in  such  cases  of  haemorrhage  into  the  perito- 
neal cavity  is  really  necessary,  and  whether  the  absorption  of 
the  effused  blood  might  not  actually  be  of  use  to  the  patient  in 
his  anaemic  condition.  My  own  belief  is  that  such  absorption 
is  really  injurious,  and  that  the  patient^s  rising  temperature, 
restlessness,  and  other  febrile  symptoms  Avere  due  to  poison- 
ing by  the  altered  products  of  extravasation.  Certainly  the 
relief  to  his  pain  afforded  by  the  operation  was  most  pro- 
nounced. 

Case  2.  Ferforation  of  the  urinary  bladder,  probably  due 
to  an,  attempt  to  procure  abortion  by  instrumental  means. — 
The  following-  case  is  of  interest  from  the  medico-legal 
point  of  view  as  v^^ell  as  from  its  purely  surgical  aspect,  and  it 
furtlier  illustrates  what  comparatively  slight  irritative  action 
on  the  peritoneum  normal  urine  has  when  extravasated  into 
the  abdominal  cavity.  Experiments  on  animals  have  shown 
that  healthy  urine  (free  from  organisms)  may  be  injected  into 
the  abdomen  without  giving  rise  to  much  local  reaction,  and 
in  moderate  quantities  may  even  be  absorbed  and  the  animal 
recover. 

Alice  S.,  single,  a  general  servant,  was  brought  to  the 
hospital  in  a  condition  of  collapse,  with  abdominal  distension 
and  constipation  of  four  days'  duration,  with  the  history  that 
for  four  days  she  had  been  unable  to  do  her  work,  and  that 
for  the  feAv  days  preceding  this  she  had  been  sick  at  intervals. 
When  admitted  on  February  14,  1895,  the  symptoms  pointed 
to  intestinal  obstruction  ;  the  distended  abdomen  was  resonant 
to  percussion,  and  it  was  evident  that  an  operation,  to  be  of 
service,  must  be  performed  at  once.  Accordingly,  I  opened 
the  abdomen  on  the  day  of  her  admission,  and  was  surprised 
to  let  out  a  large  quantity  of  fluid — over  two  pints.  This 
fluid  was  perfectly  clear  ;  it  had  not  the  slightest  odour,  and 
was  a  pale  yellow  in  colour.  Neither  I  nor  those  who  were 
looking  on  had  any  suspicion  that  this  fluid  was  in  large  part 
urine.  The  intestines  were  very  slightly  congested,  the 
stomach  dilated,  the  uterus  enlarged,  and  apparently  in  the 
third  month  of  pregnancy.    The  abdominal  incision  was  sewn 
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up,  and  for  a  few  hours  the  patient  seemed  to  improve. 
Next  morning,  however,  she  aborted  (twins  of  two  or  three 
months)  and  died  a  few  hours  afterwards.  At  the  post- 
mortem, made  by  Dr.  G.  Schorstein,  there  was  again  present 
a  considerable  quantity  of  fluid,  serous  in  character,  and  the 
intestines  showed  signs  of  commencing  peritonitis.  Exactly 
in  the  middle  line  of  the  posterior  surface  of  the  bladder,  one 
inch  above  the  peritoneal  reflexion,  and  therefore  hidden 
from  view,  was  a  small  round  perforation,  one-seventh  of  an 
inch  in  diameter,  through  which  urine  could  be  readily 
pressed.  The  edges  of  this  aperture  were  inflamed.  The 
bladder  and  urethra  were  otherwise  normal. 

It  will  be  readily  understood  from  the  foregoing  account 
Low  diflicult  it  would  have  been  to  find  the  vesical  wound  at 
the  time  of  operation,  though,  had  the  urinary  nature  of  the 
extravasation  been  recognised,  it  might  possibly  have  been 
discovered  and  sewn  up. 

What  produced  the  perforation  ?  Considering  the  fact 
that  the  patient  was  a  single  woman,  arrived  at  the  state  of 
pregnancy  when  she  would  be  first  certain  of  her  condition, 
we  can  hardly  doubt  that  an  attempt  to  procure  abortion — 
either  by  herself,  or,  what  is  more  probable,  by  the  unskilled 
hand  of  some  accomplice — had  been  made.  The  sound,  or  a 
similar  instrument,  had  been  introduced  by  mistake  into  the 
bladder  instead  of  the  uterus,  and  the  error  cost  the  patient 
her  life.  That  the  practice  of  procuring  criminal  abortion  is 
becoming  more  and  more  prevalent  in  England,  and  that,  if 
the  service  of  a  medical  man  cannot  be  obtained  for  the  pur- 
pose, there  are  to  be  found  others  willing  to  take  the  risk  of 
prosecution  is  unfortunately  notorious.  In  the  case  now 
narrated,  the  patient's  secret  went  with  her  bej^ond  the  post- 
mortem room ;  no  inquest  even  was  held,  but  the  explanation 
given  will  be  admitted  to  be  almost  inevitable. 

I  wish  to  emphasise  the  fact  that  the  mistake  was  made  at 
the  time  of  operation  of  not  recognising  the  real  nature  of 
the  fluid  in  the  peritoneal  cavity.  I  can  only  plead  that  such 
a  mistake  has  occurred  to  other  surgeons.  The  pale  tint  of 
the  fluid,  the  absence  of  any  odour,  and  the  apparent  absence 
of  any  inflammatory  reaction,  must  help  to  account  for  the 
failure  to  recognise  what  afterwards  seemed  only  too  obvious. 
From  the  history  of  the  symptoms  it  is  probable  that  urine 
had  been  leaking  into  the  peritoneum  for  at  least  four  days. 
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Case  3.  Rupture  of  ovarian  cyst  into  peritoneal  cavity : 
abdominal  section :  recovery. — Hanuah  B.,  a  charwoman,  mt. 
47,  was  admitted  into  the  London  Hospital  with  the  history 
that  she  had  been  perfectly  well  until  the  previous  day,  when, 
whilst  lifting  a  basket,  she  was  suddenly  seized  with  violent 
pain  in  the  left  side  of  the  abdomen,  followed  by  vomiting, 
both  of  which  symptoms  continued  until  the  time  of  her 
admission.  She  was  somewhat  collapsed;  her  temperature 
was  100°.  To  the  left  of  the  middle  line  a  smooth  moveable 
tumour  could  be  felt,  about  the  size  of  a  foetal  head  ;  this 
tumour  Avas  dull  on  percussion,  but  there  was  no  marked 
dulness  in  the  flanks.  The  distance  between  the  anterior 
superior  spine  and  the  umbilicus  was  the  same  on  the  two 
sides.  Per  vaginam  it  was  found  that  the  uterus  was  freely 
moveable ;  the  os  uteri  had  a  small  polypus  protruding  from 
it ;  there  was  no  abnormal  bulging  in  Douglas's  pouch. 

She  had  had  nine  children,  the  last  one  thirteen  years  ago, 
and  up  to  a  week  before  her  present  illness  had  menstruated 
regularly. 

The  diagnosis  was  made  of  an  ovarian  cyst,  in  which  some 
complication,  such  as  acute  inflammation,  twisting  of  the 
pedicle,  or  rupture,  had  occui'red,  and  in  either  case  an  imme- 
diate laparotomy  was  indicated.  Accordingly,  abdominal 
section  was  performed  on  the  day  of  admission,  and  imme- 
diately the  abdomen  was  opened  the  nature  of  the  case  was 
made  clear,  since  a  quantity  of  characteristic,  glairy,  viscid 
fluid  escaped.  The  largest  cyst  in  a  multilocnlar  ovarian 
tumovir  had  ruptured,  the  rent  being  linear  and  two  and  a 
half  inches  long.  The  tumour  was  only  adherent  to  the  top 
of  the  uterus ;  this  single  adhesion  was,  however,  extensive 
and  very  firm.  As  much  of  the  fluid  as  could  be  got  away 
by  thorough  sponging  was  removed,  but  the  peritoneal  cavity 
was  not  irrigated.  The  pedicle  was  ligatured  with  silk  in  the 
usual  way,  and  the  tumour  removed;  no  drainage-tube  was 
used.  The  patient  made  a  perfect  recovery.  It  will  be  noticed 
that  the  cyst  gave  way  without  any  direct  traumatism,  merely 
from  the  straining  effort  involved  in  lifting  a  weight. 

In  the  male  sex  a  somewhat  similar  accident  to  the  rupture 
of  an  ovarian  cyst  may  occur.  In  the  case  of  a  man  operated 
on  in  St.  Bartholomew's  Hospital  two  years  ago  {St.  Bartho- 
lomew's Hospital  Reports,  1897,  p.  215),  who  had  sustained 
a  blow  on  the  abdomen,  and  who  was  admitted  in  a  state  of 
collapse,  abdominal  section  was  performed  and  some  fluid  let 
out ;  the  caecum  was  noticed  to  be  contused,  but  the  cause  of 
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the  extravasation  was  not  ascertained.  For  a  few  days  he 
seemed  to  do  well,  but  then  became  rapidly  emaciated,  and 
died.  At  the  post-mortem  it  was  found  that  a  hydro- 
jiephrotic  cyst,  together  with  the  adherent  gall-bladder,  had 
ruptured  at  the  time  of  the  accident,  the  fluid  escaping  into 
the  general  peritoneal  cavity. 

Mr.  Bland  Sutton  [Diseases  of  the  Ovary)  quotes  several 
cases  of  rupture  of  an  ovarian  cyst,  sometimes  from  a  blow 
on  the  abdomen,  sometimes  from  a  violent  straining  effort  (as 
in  pregnancy).  If  the  cyst  contains  clear,  watery  fluid,  little 
danger  is  incurred  by  the  rupture,  the  fluid  being  readily 
absorbed.  But  when  the  cyst  is  a  multilocular  one,  and  its 
contents  viscid,  and  pei'haps  flocculent,  there  is  probably  con- 
siderable risk  of  peritonitis  supervening,  and  an  early  opera- 
tion is  advisable,  provided  the  patient's  general  condition 
allows  of  it. 
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XYII. — On    Rheumatic    Tonsillitis.        By    Bertram 
Abrahams,  M.B.     Bead  Jaiinarij  27,  1899. 

IT  has  long  been  recognised  that  attacks  of  tonsillitis  are  of 
frequent  occurrence  in  those  subject  to  rheumatism  ;  they 
often  precede,  and  sometimes  complicate,  an  acute  arthritis, 
but  may  be  entirely  nnassociated  with  it  in  point  of  time, 
Numerous  authors,  to  some  of  whom  reference  will  subse- 
quently be  made,  have  discussed  this  form  of  tonsillitis,  a 
contribution  towards  the  bibliography  of  which  is  appended 
to  this  paper.  During  the  last  three  years  a  considerable 
number  of  cases  of  rheumatic  tonsillitis  have  come  under  my 
notice.  I  propose  to  lay  before  the  Society  the  details  of  a  few 
of  the  more  significant  of  these,  and  then  to  draw  attention  to 
the  results  of  statistical  inquiiy  into  the  whole  number.  A 
comparison  of  these  results  with  those  obtained  by  previous 
writers  gives  us,  I  venture  to  believe,  a  clue  to  the  relation 
which  the  tonsillitis  bears  to  rheumatism.  A  further  study 
of  the  subject,  from  the  bacteriological  standpoint,  appears 
to  throw  some  slight  light  on  the  vexed  question  of  the 
£etiology  of  rheumatism  itself. 

I  must  here  acknowledge  my  great  indebtedness  to  Dr. 
George  Carpenter,  in  Avhose  out-patient  clinique  at  the 
Evelina  Hospital  most  of  the  juvenile  cases  were  studied,  and 
who  has  kindly  allowed  me  to  use  the  material  and  notes. 

Case  1.^ — C.  S.  was  always  a  healthy  boy  till  the  winter 
of  1889,  when  he  had  a  severe  attack  of  follicular  tonsillitis. 
He  was  then  nine  years  of  age  ;  he  had  not  had  scarlet  fever. 
In  the  following  winter  he  had  a  second  and  similar  attack. 
In  1891  he  was  well  except  for  some  "  growing"  pains  in  tho 
limbs.  In  1892  he  had  become  generally  weak  and  ill,  and 
upon  examination  was  found  to  be  the  subject  of  mitral 
regurgitation.  He  was  relieved  by  treatment,  but  in  March, 
1894,  when  at  school,  he  over-exerted  himself  at  athletics  and 
was  seized  with  alarming  dyspnoea.  He  was  kept  in  bed  for 
two  months,  and  appeared  to  entirely  recover.  In  the  follow- 
ing winter  he  was  able  to  indulge  in  shooting  and  other  out- 
door sports,  but  in  March,  1895,  a  spring  cold  was  followed 

*  For  the  careful  notes  of  tliis  case  I  am  indebted  to  Dr.  G.  Irvine  Stewart. 
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by  an  attack  of  influenza.  On  convalescing  from  this  he  both 
over-exerted  and  exposed  himself  by  bicycling  on  a  wet  day; 
pericarditis  supervened  and  he  rapidly  succumbed,  being  then 
fifteen  years  of  age. 

There  was  no  attack  of  tonsillitis  subsequent  to  the  two 
which  I  have  mentioned,  which  seem  unquestionably  to  have 
been  the  initial  manifestations  of  the  rheumatic  series. 

Case  2. — James  L.,  set.  1 1,  Avas  brought  to  the  Evelina 
Hospital  on  October  21,  1897,  on  account  of  repeated  attacks 
of  what  his  parents  regarded  as  "mumps."  These  had  been 
recurring  for  some  three  years,  and  were  found  on  inquiry  to 
consist  of  sore  throat,  with  enlargement  of  the  glands  at  the 
angle  of  the  jaw.  There  was  no  personal  or  family  history 
of  rheumatism,  and  he  had  never  suffered  from  growing  pains 
or  swollen  or  tender  joints.  When  examined  he  was  found  to 
be  suffering  from  follicular  infl.ammatiou  of  the  tonsils,  which 
were  much  hypertrophied.  There  was  advanced  double  mitral 
disease,  with  some  failure  of  compensation.  In  the  absence 
of  a  history  of  scarlet  fever,  one  is  bound  to  conclude  that 
the  mitral  disease  was  here  a  phase  of  juvenile  rheumatism  of 
which  the  only  other  evidence  was  to  be  obtained  from  the 
throat. 

Case  3. — Julia  P.,  set.  10,  brought  to  me  at  the  St. 
George's  and  St.  James's  Dispensary  in  March,  1898,  for 
follicular  tonsillitis  ;  a  "  quinsy  "  Avas  said  to  have  broken 
on  the  previous  evening.  The  girl  had  had  two  attacks  of 
chorea,  each  preceded  by  sore  throat.  There  was  also  a 
history  of  rheumatism.  There  was  incompetence  of  the  mitral 
valve. 

Case  4. — G-.  A.,  tet.  12,  the  son  of  a  medical  man. 
Was  subject  to  sore  throat  for  some  years,  till  at  the  age  of 
9  he  developed  chorea.  Since  then  they  have  been  absent, 
but  he  is  still  suffering  from  mitral  regurgitation.  During 
the  last  fortnight  he  has  had  another  sore  throat,  followed  by 
his  first  attack  of  rheumatism. 

Case  5. — Kate  R.,  aet.  7,  brought  to  Evelina  Hospital, 
November  22,  1897,  for  chorea.  Interesting  as  showing 
the  following  sequence:  (1)  Rheumatism;  (2)  fright,  followed 
at  once  by  (3)  chorea;  while  under  observation  (4)  sore  throat 
developed.     The  heart  was  unaffected. 

Case  6. — Amy  H.,  get.  7^,  brought  to  Evelina  Hospital, 
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December  9,  1897,  for  second  attack  of  chorea;   subject  to 
sore  throats.     This  attack  followed  iininediately  upon  one. 

Case  7. — Elizabeth  S.,  ddi.  8  3^ears,  brought  to  Evelina 
Hospital,  September  ]5,  1898,  for  third  attack  of  chorea, 
each  attack  preceded  by  sore  throat.  No  rheumatic  or  scar- 
latinal history.  Mitral  systolic  bruit;  albuminuria.  In  this 
case  the  first  attack  of  sore  throat  immediately  preceded  the 
first  onset  of  chorea,  two  years  before  she  became  an  out- 
patient. 

Case  8. — Charles  E.  B.,  get.  Q)\,  brought  to  Evelina  Hos- 
pital, October  10,  1898,  for  cough.  Pains  in  limbs  during 
previous  week;  no  history  of  scarlet  fever,  diphtheria,  or 
rheumatism,  but  frequent  sore  throats.  Rheumatic  family 
history  on  mother's  side.  Mitral  obstruction  and  regurgita- 
tion. The  cardiac  disease  was  here  so  much  advanced  that 
it  must  have  existed  long  before  the  rheumatic  pains  appeared. 

Case  9. — Ethel  M.,  get.  6,  brought  to  Evelina  Hospital, 
January  1,  1 898,  for  morbus  cordis.  Six  months  before  had 
a  very  bad  bout  of  ulcerated  throat ;  three  months  later,  on 
returning  from  convalescent  home,  was  found  to  have  rheu- 
matism and  double  mitral  disease,  for  which  she  was  an 
in-patient.  It  is  interesting  to  compare  the  sequence  with 
that  in  Case  5. 

Case  10. — A,  W.  G.,  a  medical  man,  set.  45;  the  sole 
previous  illness  an  attack  of  influenza  a  few  months  before. 
Suddenly  attacked  with  follicular  tonsillitis,  upon  which 
rheumatic  fever  with  pericarditis  supervened.  Had  never 
previously  suffered  from  rheumatism.  The  age  of  the  patient 
and  the  clearness  of  the  history  render  this  case  notable. 

Case  11. — Louisa  B.,  ast.  7,  brought  to  Evelina  Hospital, 
November  13,  1897,  for  aches  and  pains  and  sore  throat. 
Was  found  to  have  follicular  tonsillitis.  The  mitral  valve 
was  incompetent.  A  month  later,  while  still  attending, 
chorea  supervened. 

Before  entering  upon  the  statistical  side  of  the  subject  it 
will  be  as  well  to  glance  at  the  various  types  of  tonsillitis 
found  in  association  with  rheumatism.  These  may  be  grouped 
under  five  heads  : 
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1.  Faucial    erythema — the    rheumatic     tonsillitis    of 

Trousseau. 

2.  Follicular  tonsillitis^ with  or  without  joint- 

3.  Quinsy  J  symptoms. 

4.  The   abortive  form  of  Singer  (angine  rheumatis- 

male  of  French  authors). 

5.  The    chronic    rheumatic    tonsillitis    described    by 

Thorner. 

1.  I  have  ventured  to  apply  the  term  faucial  erythema  to 
the  rheumatic  affection  so  graphically  described  by  Trousseau, 
and  first  recorded  in  England  by  Dr.  Kiug.ston  Fowler,  who 
at  the  same  time  i-elated  cases  belono-iusr  to  other  varieties. 
In  this  case  a  rheumatic  subject  catches  cold,  and  within  a 
few  hours  has  an  acute  pain  in  the  throat  and  inability  to 
swallow,  the  pharynx  and  velum  palati  are  red,  and  the  uvula 
swollen,  cedematous,  and  elongated.  This  all  passes  off  in  a 
day  or  two,  often  giving  place  to  wryneck  ;  the  patient  can 
distinguish  the  pain  occasioned  by  it  from  that  occurring  in 
ordinary  inflammatory  sore  throat. 

The  only  commentary  I  have  to  make  is  that  this  affection 
is  in  my  experience  very  common  in  rheumatic  adolescents 
and  adults,  often  marking  the  onset  of  an  attack  of  arthritis, 
but  rare  in  young  children.  In  the  latter,  however,  the  wry- 
neck referred  to  by  Trousseau  is  not  an  infrequent  premoni- 
tory symptom  of  an  attack  of  acute  i-heumatism.  I  have 
noted  it  myself  upon  seven  occasions  in  children  under  twelve 
years  of  age. 

2  and  3.  There  does  not  seem  to  me  to  be  at  present 
adequate  ground  for  placing  rheumatic  quinsy  and  rheumatic 
follicular  tonsillitis  under  different  headings.  The  determin- 
ing cause  of  the  form  of  tonsillitis  is  not  as  yet  apparent,  but 
still  it  must  be  noted  that  in  recurrent  cases  the  unity  of  type 
is  fairly  well  preserved,  that  is  to  say,  parents  suffer  from 
repeated  quinsies  or  "ulcerated  throats,"  but  there  is  seldom 
alternation  of  the  two  forms  in  the  same  case.  That  the 
former  are  more  common  in  adults  and  the  latter  in  children 
only  corresponds  to  what  is  found  with  sore  throats  of  non- 
rheumatic  origin. 

4.  Singer,  in  his  recent  monograph  on  acute  rheumatism, 
lays  great  stress  on  cases  of  sore  throat  in  which  the  joint 
muscle  pains  are  vague.  He  asserts  that  such  cases  are 
invariably  rheumatic  ('' angine  rheumatismale "  of  French 
authors).  I  cannot  agree  that  this  abortive  form  of  rheuma- 
tism is  so  wide-spread  as  he    states,  and  only  regard    such 
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throats  as  rheumatic  when  there  is  a  personal  or  family 
history  of  the  diathesis.  Nevertheless  they  may  be  of  great 
importance,  and  I  know  of  several  cases  in  which  sudden 
deatli,  no  doubt  from  rheumatic  dilation  of  the  heart,  has 
supervened  upon  au  apparently  ordinary  tonsillitis.  I  believe 
that  the  following  was  au  example  of  this  condition. 

In  March  of  last  year  I  was  asked  by  a  medical  friend  to 
see  a  gentleman,  set.  34,  who  was  suffering  from  a  suspicious 
sore  throat.  Diphtheria  was  suspected,  but  two  bacterio- 
logical examinations  of  the  exudation  by  independent 
observers  failed  to  detect  the  presence  of  the  Klebs-Loeffler 
bacillus.  The  knee-jerks  were  present  and  brisk,  and  we 
agreed  that  the  throat,  although  very  angry- looking,  was  not 
quite  characteristic  of  diphtheria.  I  expressed  my  opinion 
that  the  affection  was  rheumatic  in  origin,  the  patient  having 
had  rheumatic  fever  seventeen  yeai-s  before.  There  was,  when 
I  examined  him,  nothing  abnormal  in  the  heart,  but  five  days 
later  the  patient,  whose  throat  was  practically  well,  suddenly 
died  of  syncope.  My  friend  holds  that  this  was  a  case  of 
diphtheria  with  fatal  cardiac  paralysis  ;  I  am  inclined  to 
believe  that  the  disease  was  of  rheumatic  origin.  I  should 
add  that,  with  my  concurrence,  diphtheria  antitoxin  was 
twice  injected. 

5.  Of  the  chronic  rheumatic  tonsillitis  described  by  Dr. 
Max  Thorner,  of  Cincinnatti,  I  have  no  experience.  It  seems 
to  me  that  his  description  would  apply  equally  well  to  the 
chronic  throat  manifestations  of  gout,  which  are,  of  course, 
well  known.  Rheumatic  subjects  who  have  had  acute  ton- 
sillitis often,  of  course,  exhibit  chronic  enlargement  of  the 
tonsils,  but  Dr.  Thorner's  cases  presented  no  swelling,  and 
the  condition  was  relieved  by  salicylates. 

The  statistics  which  I  wish  to  bring  before  the  notice  of 
the  Society  fall  into  two  main  categories,  relating  respectively 
to  children  and  to  adults. 

Children. — Out  of  248  consecutive  cases  of  chorea,  88 
gave  histories  with  regard  to  throat  affections  which  I  con- 
sider reliable.  Of  these  47  or  53'4  per  cent,  had  a  definite 
personal  or  family  history  of  soi'e  throat,  while  41  had  no 
such  history.  But  of  the  47  throat  subjects,  41  had  clear 
histories  with  regard  to  rheumatism,  22  or  o3'7  per  cent,  in 
the  affirmative,  19  in  the  negative.  Of  the  41  without  throat 
history,  '38  gave  clear  histories  as  to  rheumatism,  20  or  52"6 
per  cent,  in  the  affirmative,  18  in  the  negative.  It  is  thus 
evident  that  the  presence  of  thi-oat  symptoms  in  rheumatism 
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bears — in  childhood — no  relation  to  the  appearance  of  joint 
manifestations,  which  are  as  common  in  cases  in  which  the 
tonsils  escape  as  in  those  in  which  they  are  affected. 

The  same  is  true  of  cardiac  complications  which  occurred 
ia  32*5  per  cent  of  the  throat  cases,  aud  in  31  "25  of  the  total 
number  of  choreas. 

Of  43  consecutive  cases  of  acquired  heart  disease  (unas- 
sociated  with  chorea)  in  children,  21  give  definite  histories  as 
to  throat  affections,  14,  or  66*7  per  cent.,  in  the  affirmative, 
and  7  in  the  negative. 

Adults. — Out  of  QQ  consecutive  cases  of  rheumatic  fever, 
32,  or  48'5  per  cent.,  had  a  definite  throat  history,  while  14,  or 
21"2  per  cent.,  had  suffered  from  ulcerated  throats  within 
three  weeks  of  the  attack.  Thirty-six  of  the  cases  were  seen 
within  two  days  of  the  onset  of  the  arthritis,  and  of  these  17 
or  47*2  per  cent,  had  more  or  less  faucial  erythema. 

In  children  this  faucial  erythema  was  but  rarely  seen,  a 
fact  which  may  be  due  to  the  difficulty  of  determining  the 
actual  time  of  onset  of  the  disease. 

These  statistics  show,  therefore,  that  in  children  an  attack 
of  tonsillitis  is  frequently  the  sole  manifestation  preceding 
chorea  or  endocarditis.  The  figures  relating  to  its  occur- 
rence before  acute  rheumatism  in  adults  are  not  so  high  as 
those  of  some  other  observers,  a  fact  which  I  attribute  to 
previous  writers  not  having  distinguished  between  true  ton- 
sillitis and  the  faucial  erythema,  which,  though  undoubtedly 
of  rheumatic  origin  is,  I  believe,  related  to  the  disease  in  a 
quite  different  manner. 

Perhaps  the  most  important  series  of  statistics  relative  to 
this  subject  hitherto  compiled  is  that  of  Dr.  Haig-Brown,  of 
Charterhouse  School.  He  investigated  the  famil}?^  history  of 
127  consecutive  cases  of  sore  throat  occurring  in  adolescents 
(14  to  17  years  of  age).  In  110  the  history  was  considered 
reliable,  and  of  these  no  fewer  than  76,  or  68"9  per  cent,,  had 
some  rheumatic  history.  Curiously  enough  none  of  his 
patients  had  had  chorea.  But  five  who  had  not  had  rheuma- 
tism developed  it  subsequently,  and  in  eleven  consecutive 
cases  of  rheumatic  fever  the  patient  had  in  each  instance 
suffered  with  sore  throat  within  six  weeks  of  the  appearance 
of  the  joint  pains  and  fever. 

Dr.  Garrod  and  Mr.  Cooke,  as  the  result  of  numerous 
inquiries,  found  that  20  per  cent,  of  patients  not  complaining 
of  rheumatism  had  rheumatic  family  histories,  while  the  per- 
centao-e  in  those'  suff'erino-  from  sore  tliroats  and  from  rheu- 
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matic  fever  were  identical,  viz.  35;  and  that  in  the  subjects 
of  chorea  32*5.  It  is  interesting  to  compare  this  with  an 
observation  of  Buss,  who  noted  that  in  the  Bremen  Hospital 
both  rheumatism  and  sore  throats  were  just  twice  as  frequent 
as  is  normally  the  case,  taking  the  average  of  a  very  large 
number  of  institutions. 

Dr.  Garrod  fiu'ther  investigated  13G  cases  of  pharyngitis 
and  tonsillitis,  finding  that  73,  or  53*7  per  cent.,  had  a  rheu- 
matic family  or  personal  history.  These  figures  are  almost 
identical  with  my  own  conclusions.  Of  82  patients  who  had 
tonsillitis  21,  or  25*6  per  cent.,  had  a  family  history  of  rheu- 
matism, of  54  with  pharyngitis  20,  or  37  per  cent. 

Dr.  Whipham,  in  the  Collective  Investigation  Report  on 
Rheumatism,  records  a  history  of  sore  throat  in  158  cases  out 
of  655  or  24*12  per  cent.,  a  figure  closely  corresponding  to 
the  result  of  my  own  observations. 

Singer,  in  the  work  already  referred  to,  found  that  28  out 
of  6io  rheumatic  patients  had  a  "  throat  tendency."  This 
result — 42"4  per  cent. — perhaps  includes  both  personal  and 
family  histories.  He  also  records,  in  a  later  paper,  four  cases 
of  soi'e  throat  without  joint  affection  but  followed  by  endo- 
carditis. 

Buss,  in  a  valuable  monograph,  cites  two  categories  of 
cases  comprising,  on  the  one  hand,  twelve  families,  the  mem- 
bers of  which  showed  remarkable  susceptibility  to  both  sore 
throats  and  rheumatism,  either  concurrently  or  alternately, 
and  on  the  other,  fourteen  cases  in  which  an  attack  of  rheu- 
matism was  immediately  preceded  by  sore  throat. 

Kingston  Fowler  was  really  the  first  to  draw  attention  to 
the  subject  in  England,  recording  twenty  cases  of  rheumatic 
tonsillitis  mainly  in  young  people,  and  making  the  interesting 
statement  that  his  attention  was  first  called  to  the  subject  by 
Sir  Alfred  Garrod,  who  was  attending  him  for  an  attack  of 
acute  rheumatism  which  had  been  preceded  by  sore  throat. 

It  should  be  mentioned  that  Stoll,  on  the  other  hand,  says 
that  sore  throat  appears  as  an  initial  symptom  of  acute  rheu- 
matism in  only  1  per  cent,  of  cases,  and  as  a  complication  in 
5  per  cent.  These  figures  are  certainly  much  lower  than 
those  of  all  others  who  have  studied  the  subject. 

Fi'om  the  clinical  point  of  view,  the  most  interesting 
question  is  the  time-i'elation  of  the  soi-e  throat  to  the  other 
manifestations  of  rheumatism.  In  this  respect  the  affection, 
which  I  term  rheumatic  faucial  erythema,  is  on  a  totally  dif- 
ferent footing  from  the  follicular  or  general  tonsillitis,  which 
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may  liere  he  o-rouped  togetlier.  The  erythema  is  to  my  mind 
the  result  of  the  rlieumatic  attack  ;  the  true  tonsillitis  may  be 
often,  though  not  invariably,  its  cause.  Thus  of  the  88 
cases  of  chorea  to  wiiich  I  have  referred,  ten  definitely  com- 
menced with  sore  throMt,  three  being  brought  to  the  hospital 
for  this  affection,  and  developing  the  movements  while  under 
observation.  So  also  three  of  the  cardiac  cases  had  sore 
throats  when  first  seen  ;  one  of  them  was  actually  brought  up 
for  it,  the  heart  condition  being  totally  unsuspected.  On  the 
other  hand,  in  fotir  cases  of  chorea  in  which  there  was  no 
previous  history  of  sore  throat,  follicular  tonsillitis  super- 
vened while  the  patients  were  attending.  It  hence  appears 
that  if  sore  throats  frequently  occur  in  a  causal  relation  to 
rheumatism,  this  relation  is  not  invariable,  but  that  in  a  very 
large  proportion  of  cases  the  throat  is  a  locus  minoris  resis- 
tentias,  being  affected  before,  during,  or  after  the  joints  or 
endocardium,  or  in  the  words  of  Dr.  Cheadle,  at  any  point  of 
the  rheumatic  series. 

Two  observations  may  be  permitted  in  this  connection. 
Firstly,  it  seems  possible  that  just  as  the  primary  syphilitic 
sore  occurs  as  the  initial  secondary  lesion  at  the  site  of  a 
comparatively  old  injury,  so  may  the  secondary  throat  affec- 
tions in  rheumatism  perhaps  point  to  a  primary  infection  by 
way  of  the  tonsils.  Secondly,  whatever  the  functions  of  the 
tonsils  may  be,  there  can  be  no  doubt  that  their  activity,  and 
hence  their  liability  to  disease,  is  greatest  in  youth.  Rheu- 
matic tonsillitis  is  accordingly  commoner  in  childi*en  than  in 
adults,  and  as  an  interesting  contrast  I  may  cite  rheumatic 
iritis,  which  was  only  once  observed  by  Dr.  Haig-Brown  in 
his  series  of  rheumatic  adolescents,  and  which  I  have  never 
once  seen  in  over  500  rheumatic  children  which  have  come 
under  my  notice.  One  can  hardly  doubt  that  this  fact  is 
related  to  the  greater  work  thrown  upon  the  mechanism  of 
accommodation  in  adult  life. 

The  last  point  to  which  I  wish  to  refer  is  the  bearing  of 
all  this  upon  the  vexed  question  of  the  aetiology  of  rheu- 
matism, a  question  to  which  we  can  even  now  hardly  return  a 
more  satisfactory  answer  than  that  of  Artteus.  "  The  true 
reason  of  this  none  but  the  gods,  indeed,  can  truly  understand, 
but  men  also  may  know  the  probable  cause." 

I  have  made  preparations  and  cultivations  from  a  large 
number  of  the  cases,  using  either  the  follicular  exudation  or 
the  excised  tonsil.  In  no  instance  did  I  fail  to  find  pyogenic 
organisms;  streptococci  were,  on  the  whole,  rather  commoner 
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than  staphylococci,  but,  curiously  enough,  when  a  single 
microbe  was  present,  it  was  more  often  a  staphylococcus. 
On  two  occasions  I  found  the  Fraenkel-Weichselbauni  diplo- 
coccus,  but  in  neither  was  it  in  pure  culture. 

These  results  resemble  in  general  those  obtained  by  Sahli, 
Singer,  Fraenkel,  Kurth,  and  the  numerous  other  -workers  at 
the  subject.  It  is  very  interesting  to  note  that  Sahli  several 
times  found  the  same  organism  present  in  the  blood  and 
joints  as  in  the  throat.  I  have  made  no  observations  on  this 
point,  but  am  able  to  confirm  Singer's  statement  that  similar 
cocci  can  be  found  in  the  urine  of  these  cases,  when  drawn 
off  from  the  bladder  with  all  antiseptic  precautions.  Sahli 
finds  that  the  strepto-  and  staphylococci  obtained  from  rheu- 
matic throats  and  joints  are  not  inoculable  into  animals,  and 
he  and  Buss  consequently  infer  that  in  rheumatism  there  is 
poisoning  by  an  attenuated  virus.  The  affinities  of  pyaemia 
with  rheumatism  suggested  its  causation  by  a  similar  but 
stronger  toxin.  However  this  may  be,  the  evidence  seems 
to  point  to  the  strong  possibility  of  infection  by  means  of  the 
tonsil  in  many  cases. 

The  conclusions  which  I  venture  to  put  forward  are  as 
follow  : 

1.  The  more  common  varieties  of  rheumatic  sore  throat 
fall  into  two  main  categories,  faucial  erythema  and  tonsillitis 
proper. 

2.  Faucial  erythema  is  more  common  in  adults,  rheumatic 
tonsillitis  in  children,  in  whom  it  usuali}^  assumes  the  folli- 
cular type,  quinsy  being  more  frequent  in  older  subjects. 

3.  Faucial  erythema  is  an  initial  manifestation  of  acute 
rheumatism,  tonsillitis  may  be  the  actual  primary  lesion. 

4.  Many  cases  are  now  definitely  on  record  in  which 
endocarditis  has  followed  a  non-scarlatinal  tonsillitis  unac- 
companied by  joint  pains.  In  numerous  other  instances  the 
tonsillitis  has  immediately  preceded  an  attack  of  arthritis  or 
of  chorea. 

5.  The  presence  of  the  same  micro-organisms  in  the  ton- 
sils, joints,  blood,  and  urine,  is  evidence  in  favour  of  the 
participation  of  pyogenic  cocci  in  the  aetiology  of  rheu- 
matism. 
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XVIII. — Tuherculous  Cavities  in  the  Lungs  compliccded 
bi/  Gaseous  Metastatic  Abscesses.  By  W.  G.  Spenoer. 
itead  Februarii  10,  1899. 

THE  followiug-  is  an  account  of  an  exceptional  case  in 
whicli  abscesses  containing  foul  pus  and  faecal  gas 
formed  in  the  back,  in  the  plura,  and  in  the  upper  part  of  the 
thigh,  the  latter  bursting  into  the  rectum  through  the  great 
sciatic  notch.  The  original  tuberculous  disease  of  the  lungs 
meanwhile  gave  rise  to  no  symptoms. 

The  patient  was  a  West  African  negro,  aet.  22,  who  had 
worked  in  this  country  for  two  years  as  a  porter.  He  had  been 
ailing,  before  coming  under  observation,  for  eight  months  with 
pain  in  the  left  thigh  and  knee,  frequent  headaches,  and  some 
sickness.  He  had  had  no  symptoms  of  chest  trouble,  nor  had 
he  wasted.  He  had  not  suffered  from  malaria  or  dysentery. 
He  was  first  seen  by  Dr.  Denne,  who  found  that  he  had  a 
large  swelling  to  the  left  side  of  the  spine,  extending  from 
the  ridge  of  the  scapula  to  the  lowest  rib.  Dr.  Denne  opened 
this  abscess  freely  aud  felt  one  rib  bare,  but  could  not  find 
any  sinus  leading  into  the  thorax.  Aware  of  the  liability  of 
negroes  to  pulmonary  tuberculosis,  he  examined  the  chest, 
but  could  make  out  nothing  definite.  The  patient  gradually 
got  worse,  with  high  fever,  the  pain  in  the  left  thigh  and  knee 
increased,  and  the  faeces  became  liquid  and  foul. 

On  admission  to  hospital  the  man  had  a  dead  black  com- 
plexion, a  temperature  of  104°  F.,  his  respiration  was  40,  and 
the  pulse  140.  An  examination  of  the  chest  in  conjunction 
with  my  colleague,  Dr.  de  Havilland  Hall,  failed  to  discover 
anything  definite;  there  was  certainly  no  empyema;  the 
patient  had  no  cough  nor  expectoration.  The  abdomen  was 
examined  also  with  a  negative  result.  On  the  outer  side  of 
the  left  hip  and  buttock  was  a  tympanitic  elastic  swelling,  not 
clearly  fluctuating,  whilst  the  knee-joint,  in  which  the  patient 
always  localised  the  pain,  was  normal.  The  faeces  were  liquid, 
yellow,  and  foul,  containing  pus  but  no  shreds.  In  the  rectum 
•was  a  small  ragged  hole,  leading  towards  the  sciatic  notch, 
from  which  the  pus  came,  otherwise  there  was  no  ulceration 
of  the  rectum,  nor  any  fulness  in  the  ischiorectal  fossge.  An 
examination  of  the  blood  was  negative,  and  this,  with  the 
absence  of  abdominal  symptoms,  tended  to  exclude  malaria, 
dysentery,  and  typhoid  fever. 
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An  incision  was  made  into  tlie  left  buttock,  from  which  at 
first  merely  foul  gas  escaped,  but  later  on  there  w.is  a  free 
and  continuous  flow  of  pus.  A  tube  was  passed  from  the 
buttock  through  the  great  sciatic  notch,  and  out  by  the 
ischiorectal  fossa,  another  tube  being  carried  out  through 
the  adductor  muscles.  Although  these  tubes  were  frequently 
irrigated,  the  discharge  of  pus  from  the  extensively  under- 
mined thigh  never  diminished. 

The  patient  had  been  in  hospital  about  a  month,  when  one 
day  the  respiration  rose  to  04,  the  pulse  being  140.  and  the 
temperature  falling  to  100°.  As  there  was  an  impairment  of 
breathing  at  the  base  of  the  right  lung,  an  exploring  syringe 
was  inserted,  and  serum,  turbid  v/ith  cells,  and  having  a  faecal 
odour,  was  di'awn  off.  The  pleura  was  immediately  opened; 
very  little  fluid  escaped,  but  there  was  a  marked  fascal  odour. 

After  this  the  patient  seemed  to  improve,  his  colour 
became  shiny  black,  the  first  abscess  in  the  back  nearly 
healed,  discharging  only  non-odorous  pus.  The  pleural 
wound  also  gradually  healed,  but  there  was  no  diminution  of 
pus  from  the  thigh.  The  possibility  of  some  faecal  fistula, 
which  might  be  reached  by  an  abdominal  operation,  was 
rejected  for  lack  of  signs. 

For  two  months  before  death  there  was  no  marked  change, 
the  temperature  ranging  between  102°  and  99°  F.,  the  re- 
spiration being  about  40,  and  the  pulse  120  to  140.  The 
patient  declared  he  felt  better,  begged  to  get  up,  and 
repeatedly  asked  that  he  might  leave  the  hospital ;  indeed,  he 
exhibited  very  strongly  the  spes  phthisica.  Even  at  last 
there  were  hardly  any  chest  symptoms,  a  few  moist  sounds 
could  be  heard ;  there  was  sometimes  a  little  expectoration, 
but  no  marked  cough.  He  suddenly  collapsed  one  day,  and 
died  in  four  hours,  after  being  under  observation  for  about 
five  months. 

At  the  post-mortem  there  were  found :  a  tuberculous 
cavity  in  the  upper  pai't  of  the  right  lung,  the  size  of  an 
oi'ange,  filled  with  a  gummy  purulent  fluid,  whilst  the  rest 
of  the  right  and  the  left  lung  contained  numerous  caseous 
tubercles;  extensive  tuberculous  caries  of  the  sixth,  seventh, 
and  eighth  ribs  on  the  left  side,  and  of  the  eighth  and  ninth 
ribs  on  the  right  side;  the  I'ight  pleura  thickened,  and  ad- 
herent ;  the  upper  part  of  the  left  thigh  and  buttock  com- 
pletely occupied  by  multilocular  abscess  cavities.  There  was 
no  ulceration  of  the  intestine  nor  other  tuberculous  lesion 
beyond  that  in  the  thorax. 
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XIX. — Case  of  Myopathy ^  ivith  autopsy,  in  a  hoy  set.  5. 
Sequel  to  a  case  shown  as  living  specimen  be/ore  the 
Clinical  Society,  November,  1894.  By  Thomas 
Barlow,  M.D.,  and  Frederick  E.  Batten,  M.D. 
Bead  February  10,  1899. 

ALTHOUGH  a  large  number  of  cases  of  muscular  atrophy 
are  every  year  shown,  not  only  at  this  but  also  at  other 
societies,  the  number  of  cases  in  which  an  autopsy  is  obtained 
and  a  microscopical  examination  made  is  small,  and  it  is  for 
this  reason  that  we  have  thought  it  worth  while  to  briug  this 
case  under  the  notice  of  this  Society.  The  case  was  shown 
at  a  clinical  meeting  at  this  Society,  November,  1894,  by  Dr. 
Barlow,  and  although  no  report  appears  in  the  Transactions 
of  the  Society  for  that  year,  yet  a  short  notice  of  the  leading 
features  of  the  case  appeared  in  the  Brit.  Med.  Journ.,  No- 
vember 17,  1894,  and  also  in  the  Neurologisches  Centralblatt, 
1895,  p.  2G7. 

The  variations  in  the  type  of  muscular  atrophy  occurring 
in  childhood  are  very  considerable,  and  in  placing  such  a  case 
as  the  following  in  a  group,  one  might  assign  it  a  place  under 
the  "simple  atrophic  form"  of  Erb,  corresponding  in  some 
particulars  with  the  two  cases  No.  74  and  79,  cited  by  him  in 
his  Diistrophia  Muscularis  Progressiva,  but  differing  from 
Case  74,  in  that  the  face  in  the  present  case  was  unaffected, 
and  from  Case  79,  in  that  there  was  some  hypertrophy  of  the 
calves,  in  that  case.  It  is  probably,  however,  more  closely 
allied  to  the  Leyden-Mobius  type,  in  which  the  atrophy 
begins  in  infancy  and  develops  into  the  late  pseudo-hyper- 
trophic  type.  On  the  other  hand  there  is  no  hereditary  his- 
tory in  the  present  case. 

John  L.,  set.  5,  was  admitted  to  the  Children's  Hospital, 
Great  Ormond  Street,  on  October  22,  1894,  and  died  March 
27,  1895. 

History. — The  boy  has  snffered  from  weakness  of  the  back 
and  legs  since  birth ;  he  has  never  talked  clearly,  but  is  con- 
sidered fairly  intelligent;  he  has  never  had  any  fits  or  serious 
illness;  he  has  never  walked  but  moves  about  on  his  but- 
tocks. 

He  was  born   at  full  term   and  the  labour   was  natural. 
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He  was  a  healthy  baby,  aud  uothing  was  noticed  to  be  wrong 
till  the  time  when  he  should  have  begun  to  walk.  His  limbs 
have  never  been  better  developed  than  they  are  at  present, 
but  some  wasting  has  probably  taken  place  within  the  last 
eighteen  mouths. 

Family  history. — Mother  died  of  "influenza."  Father 
alive  and  well.  One  brother  and  two  sisters  alive.  The 
brother  a  postman  (not  seen)  said  to  be  strong  ;  sister,  aged 
eight  years,  is  rather  small  in  her  muscular  development,  e.g. 
pectorals  and  deltoid,  but  all  movements  well  performed  ;  the 
second  sister,  aged  seven  years,  is  strong  and  healthy.  No 
history  of  any  similar  condition  to  be  obtained  in  other  mem- 
bers of  the  family. 

Present  condition. — Patient  is  an  intelligent-looking  boy, 
his  head  is  rather  long  and  his  forehead  is  high.  He  is 
somewhat  pale  but  otherwise  healthy  in  appearance.  Eyes  : 
all  movements  are  well  performed.  His  vision  is  good,  and 
the  pupils  react  well  to  light  and  accommodation.  Fundus 
normal.  Palate  is  high.  Teeth  faii'ly  good.  Articulation  is 
defective.  The  child  lisps  but  is  easily  understood.  The 
following  is  a  type  of  his  speech  : 

Papa  ent  ome  an  ot  all  et.  (Papa  went  home  and  got  all 
wet.) 

He  is  lively  and  plays  and  talks  with  other  children.  He 
cannot  read  or  write  but  knows  a  few  letters.  The  child  sits 
up  in  bed  but  holds  his  back  very  straight,  if  placed  on  his 
back  he  is  unable  to  raise  himself  into  the  sitting  position 
without  first  rolling  on  to  his  face,  then  raising  his  trunk  with 
his  arms,  drawing  his  legs  up  under  him,  and  then  turning 
round  on  his  own  axis.  The  child  is  unable  to  stand,  and  the 
accompanying  photograph  shows  the  position  assumed  when 
supported  by  a  chair  (Plate  III). 

Muscles  are  everywhere  very  weak  and  thin  and  have  a 
tough  feeling. 

Up2Jer  limbs. — Both  arms  are  thin,  but  all  movements 
seem  capable  of  being  performed  ;  the  grasp  is  feeble  and  the 
thenar  eminences  small.  Latissimus  dorsi  is  very  much 
wasted.  When  the  child  is  made  to  lower  the  arms  agaiust  a 
resistance,  the  scapulae  stand  out  laterally.  Infraspinatus 
comparatively  good.     Pectoralis  major  thin. 

Lower  limbs. — Both  legs  equally  wasted,  but  the  wasting 
is  less  marked  in  the  lower  limbs  than  in  the  upper,  and  the 
tough  feeling  above  referred  to  is  rather  more  marked.  All 
movements  can  be  performed;   the  legs  cannot,  however,  be 
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fully  extended,  the  knees  and  hips  being  prevented  from  com- 
plete extension  by  the  shortening  of  their  flexors.  The  hip- 
joint  is  in  the  normal  position  and  their  rotation  is  free. 
Knee-jerks  are  easily  obtained  and  are  fairly  active.  No 
A.C.  Superficial  reflexes  present.  Sensation  normal  to  all 
forms.*  Co-ordination  good.  Heart,  lungs,  abdomen,  normal. 
Urine,  no  albumen,  no  sugar. 

Electrical  reaction. — A  marked  diminution  of  reaction  to 
faradism  is  present  in  all  the  muscles  of  the  legs  and  arms. 
All  the  muscles  tested  reacted  to  galvanism,  and  in  nearly  all 
the  K.C.C.  was  about  equal  to  the  A.C.C.  No  evidence  of 
R.D.  could  be  obtained. 

The  boy  remained  in  the  same  condition  till  the  end  of 
March,  when  he  suddenly  developed  gastro-enteritis  and 
died. 

Post-mortem  (twelve  hours  after  death). — Brain. — The 
surface  of  the  brain  appeared  quite  normal.  The  ventricles 
were  not  distended  with  fluid.  Nothing  abnormal  noted  at 
the  base  of  the  brain. 

Spinal  column. — The  spines  and  the  arches  of  the  vev- 
tebrte  were  normal  to  about  the  lower  lumbar  vertebrae ; 
below  this  the  arches  were  absent,  and  after  removing  a  little 
fibrous  tissue  the  cauda  equina  could  be  seen  lying  in  the 
canal.  Thei'e  was  no  evidence  of  affection  of  the  spinal 
nerves,  and  there  was  no  bulging  of  the  membranes  or  other 
evidence  of  old  spina  bifida.  The  spinal  cord  appeared  to 
the  naked  eye  to  be  normal. 

Musculature. — The  pectorals  were  very  poorly  developed 
and  pale,  the  serratus  was  very  small,  the  biceps  of  the  arm 
was  fairly  developed  but  pale,  the  rectus  abdominis  appeared 
almost  normal,  the  glutei  were  converted  almost  entirely  into 
a  mass  of  fat,  the  rectus  femoris  was  very  poor  and  thin. 

A  considerable  amount  of  post-mortem  digestion  of  the 
oesophagus  had  taken  place,  and  the  fluid  from  the  stomach 
had  escaped  into  the  left  pleural  cavity. 

There  was  evidence  of  old  tubercle  in  the  glands  at  the 
root  of  the  left  lung.  All  the  other  organs  were  normal. 
The  hips  were  examined  and  found  to  be  normal. 

Microscopical  examination  :  Cortex. — The  cortex  of  the 
brain  was  examined  by  (1)   Golgi's  method,  and  by  (2)   Pal's 

*  In  a  case  reported  by  Dr.  Thomson  and  Dr.  Bruce  the  sensibility  to  fara- 
dism is  reported  as  impaired.  In  the  present  case,  however,  as  the  electrical  re- 
actions were  examined  while  the  boy  was  under  chloroform,  no  statement  can 
be  made  as  to  the  faradic  sensibility. 
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method.  In  regard  to  the  first  method,  tlie  cells,  as  usual, 
stain  rather  erratically,  but  otherwise  appear  normal.  The 
second  method  shows  that  the  fibres  passing-  from  the  cortex 
are  normal. 

Polls. — The  pons  has  been  examined  by  (1)  Marchi's 
method  ;  (2)  Pal's  method  ;  (o)  aniline  blue-black.  These 
methods  show  that  no  change  has  taken  place  in  this  region, 
or  in  the  medullated  fibres  passing  through  this  portion  of 
the  brain. 

Medulla  and  spinal  cord. — The  medulla  and  spinal  cord 
have  been  examined  by  the  same  three  methods.  Sections 
taken  from  vai-ious  parts  of  the  cord  and  medulla,  and  stained 
by  Pal's  method,  show  no  evidence  of  degeneration  in  any 
ti'act.  One  point,  however,  is  noticeable  in  the  root  fibres  as 
they  leave  the  cord,  and  that  is  that  they  stain  badly,  even 
when  the  cord  is  well  stained.  It  is  well  known  that  the  root 
fibres  do  not  normally  stain  so  well  as  the  medullated  fibres 
of  the  cord,  but  even  when  special  precautions  are  taken  {i.  e. 
heating  the  sections  in  the  htematoxylin  solution  for  twenty- 
four  hours)  the  medullated  sheath  of  the  nerve  appears  thinned 
out  in  parts,  and  not  possessed  of  the  regular  contour  of  the 
normal  fibre.  This  change  is  not  limited  to  the  anterior 
roots,  but  also  affects  the  posterior  root  fibres  in  a  lesser 
degree  (Plate  IV,  figs.  1  and  2). 

(2)  Sections  stained  by  the  aniline  blue-black  method  show 
that  the  cells  of  the  anterior  horn  are,  for  the  most  part  at 
any  rate,  normal.  The  cells  are  well  formed;  the  nucleus 
and  the  nucleolus  are  normal  in  appearance.  Small  cells  are 
present  in  the  same  sections  as  the  normal  cells,  which  contain 
no  nucleus,  and  these  might  be  taken  as  evidence  of  atrophy 
having  taken  place  in  this  region,  but  the  general  appearance 
of  the  cords  suggests  that  the  cells  are  normal.  I  much  regret 
that  the  cord  has  not  been  examined  by  Nissl's  method,  but 
the  cord  was  not  suitably  hardened  in  the  first  instance. 

(3)  Sections  stained  by  the  Marchi  method  show  that  no 
recent  degeneration  has  taken  place  in  any  tract  of  the  cord. 
One  point,  however,  is  noteworthy,  and  that  is  that  slight 
pigmentation  of  the  cells  of  the  anterior  horn  is  present, 
which  I  believe  is  uncommon  in  a  child  five  years  old,  though 
it  is  commonly  found  in  the  cords  of  old  persons. 

Ganglion  of  the  posterior  roots. — The  ganglion  of  the  pos- 
terior roots  have  been  examined  by  the  same  methods  as  the 
spinal  cord;  the  cells  appear  to  be  normal  both  in  shajDe  and 
size. 
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Peripheral  nerves. — The  larger  peripheral  nerv^es  have 
unfortunately  not  been  examinedj  but  the  nerves  within  the 
muscle  stained  b}'  Pal's  method  show  that  they  are  perfectly 
normal. 

In  the  nervous  system,  then^  one  would  note  the  following 
slight  changes: — (1)  Slight  pigmentation  of  the  cells  of  the 
spinal  cord ;  (2)  some  alteration  in  the  medullated  sheath  of 
the  nerve  roots  as  they  leave  the  cord. 

Changes  in  the  vmscles  generally. — The  changes  which  one 
would  notice  in  the  muscles  as  a  whole  are — 

(1)  The  extreme  variation  in  the  size  of  the  muscle  fibres, 
some  being  considerably  larger  than  normal,  others  being 
extremely  small  (for  size  see  below).  (Plate  V,  figs.  1 
and  2.) 

(2)  The  fibres,  instead  of  being  polygonal  in  shape,  are 
rounded,  and  for  the  most  part  surrounded  by  connective 
tissue.     (Plate  V,  fig.  2.) 

(3)  There  is  considerable  increase  of  interstitial  tissue, 
and  also  in  many  places  an  increase  of  nuclei.      (Plate  VI.) 

(4)  Vacuolation  is  present  in  some  of  the  fibres  in  nearly 
all  the  muscles  examined. 

(5)  Most  of  the  fibres  are  Avell  striated,  and  this  is  true, 
not  only  of  the  smaller  fibres,  but  also  of  the  hypertrophied 
fibres. 

(6)  There  is  in  some  muscles  a  very  considerable  deposit 
of  fat  between  the  individual  fibres.     (Plate  V,  figs  1  and  2.) 

(7)^  There  is  a  fine  granular  (?  fatty)  change  within  cer- 
tain muscle  fibres  made  apparent  by  staining  in  Marchi's 
fluid;  this  change  is  more  marked  in  some  muscles  than  in 
others,  and  only  affects  a  comparativel}^  small  number  of 
the  fibres  of  a  muscle.  The  granules  lie  in  longitudinal 
direction  within  the  muscle  fibres. 

Muscles. — The  following  muscles  have  been  examined  : — 
(1)  Biceps  of  the  arm;  (2)  pectoralis  major;  (o)  pectoralis 
minor;  (4)  gluteus;  (5)  quadriceps  extensor ;  (6)  serratus  ; 
(7)  rectus  abdominis. 

In  the  examination  of  the  above  muscles  the  following 

*  lu  reliitiou  to  this  point  it  is  necessary  to  realise  that  such  an  appearance 
is  found  to  exist  under  certain  normal  conditions,  see  Landois'  and  Stirling's 
Physiologji,  vol.  ii,  p.  570,  "  W.  Sterling  finds  that  the  red  nniscles  in  many 
fish  contain  granules  giving  rise  to  an  appearance  of  fatty  degeneration,  while 
the  pale  fibres  contain  no  granules.  Sherrington,  "  Further  Xote  of  the  Sensory 
Nerves  of  Muscle,"  Proc.  Roi/.  Soc,  vol.  Ixi,  No.  373,  p.  2-17,  1897.  The  eye- 
muscles  of  tlie  monkey  normally  exhibit  a  certain  variable  amount  of  fatty 
degeneration  simulatins;  desreueration  chanse. 
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methods    have    beeu    used:  —  (1)    hgematoxylin    and    eosin ; 
(2)  Pal's  method ;   (:3)  Marchi's  method. 

Biceps. — On   examination   of   this  muscle    (Plate   VI)    it 
is  noticeable  :   firstl}",  that  the  individual  fibres  have  become 
separated  one  from  the  other,  and   also  that  the   group  of 
muscle  fibres  have  had  the  interstitial  tissue  lai-gelj  increased 
between  them.     In  certain  portions  of  the  field  the  muscular 
tissue   seems  to  be   altogether  replaced  by  this  connective 
tissue  ;    secondl}',    there    is    a    considerable    deposit    of   fat 
between  the   muscle   fibres,  the   striation,   is,  however,  well 
preserved,  even  in  the  smallest  fibres  ;  thirdly,  the  size  of  the 
fibres  are  very  variable,  some  of  the  largest  measuring  "08  mm.; 
the    majorit}"  of  the  fibres  measure  about    "016    mm.     One 
other    appearance    is   noteworthy,  namely,  small    groups    of 
muscle  fibres  arranged  in  bundles  of  three  to  four,  or  more, 
surrounded  by  a  sheath  composed  of  several  lamiute,  in  -which 
there  ai-e  elongated  nuclei   (see  Plate  IV).     Such  an  appear- 
ance  has  been    described    by   various  authors,    not  only  in 
this  condition,  but  also  under  other  pathological  conditions; 
some  have  regarded  them  as  a  pathological  process,  others 
have  recognised  them  as  muscle  spindles,  the  sensory  nature  of 
which  is  now  generally  accepted.     In  sections  of  this  muscle 
stained  by  Pal's  method  the  nerve  supplying  these  bodies  is 
seen  to   be   well  stained   and  perfectly  normal    (Plate  VII). 
In  this  muscle  these  spindles  form  a  very  striking  feature, 
appearing  far  more  numerous  than  in  the  normal   muscle; 
this  is  not  really  the  case,  but  it  is  due  to  the  atrophy  which 
has  taken  place.     If  one  studies  these  bodies  in  details  one 
finds  that  the  contained  muscle  fibres  are  of  the  normal  size, 
the  nerve  fibres  stain  well,  and,  in  fact,  the  spindle  is  perfectly 
normal.     It  seems  that  such  an  observation,  if  well  founded, 
has  considerable  bearing  on  the  pathology  of  this  disease,  for 
if  it  can  be  shown  that  the  motor  portion  of  the  muscle  under- 
goes atrophy,  whilst  the  sensory  portion  remains  normal,  then 
it  would  seem  probable  that  the  lesion  was  situated  at  some 
point  where  the  sensory  and  motor  paths  lie  apart.     That 
these  bodies  are  very  noticeable  features  in  cases  of  muscular 
atrophy  is  shown  by  the  fact  that  Santesson,  Thomson  and 
Bruce,  and    Hoffmann,  all  figure  or  describe  them  in  their 
report  of  cases.     On  the  other  hand,  it  must  be  remembered 
that  a  spinal  lesion  is  described  in  the  cases  of  Thomson  and 
Bruce  and  Hoffmann,  and  in  such  a  condition  it  is  recognised 
that  the  whole  muscle  may  atrophy,  leaving  the  spindle  intact. 
Erb  also  describes  and  figures  in  his  "Dystrophia  Muscularis 


104       Dr.  Barlow  aud  Dr.  Batten's  Case  of  Myopathy. 

Progressiva"  a  bundle  ot'  small  muscle  fibres  surrounded  by  a 
nucleated,  definitely-striated  band,  which  does  not  completely 
surround  these  fibres,  and  Westphal,  in  his  report  of  two 
cases  of  pseudo-hypertrophic  paralysis,  also  describes  small 
groups  of  muscles  surrounded  by  connective  tissue,  as  occur- 
ring in  muscle  Avhich  was  completely  atrophied. 

In  a  paper  recently  published  by  Griinbaum  on  the  con- 
dition of  the  muscle  spindle  in  pseudo-hypertropic  paralysis, 
he  states  that  he  has  been  able  to  find  some  change,  such  an 
assertion  being  based  on  the  following  points  : 

(1)  That  there  was  a  diminution  in  the  size  of  an  intra- 
fusal fibre  with  the  deposit  of  hyaline  material  in  the  periphery. 

(2)  That  in  one  muscle  examined,  viz.  the  gastrocnemius, 
he  could  find  no  spindles. 

Now,  with  regard  to  the  first  point,  diminution  in  the  size 
of  a  muscle  fibre  within  the  spindle  cannot  be  brought  for- 
ward as  evidence  of  atrophy,  since  the  spindle,  especially  at 
the  equatorial  region,  contains  normally  some  fibres  of  very 
small  diameter,  and  with  regard  to  the  so-called  deposit  of 
hyaline  matter  around  the  fibre  (leaving  on  one  side  the 
uiiusual  nature  of  this  change),  it  was  long  ago  pointed  out 
by  Kiihne  that  the  muscle  fibre  of  the  spindle  at  its  equatorial 
region  becomes  profoundly  modified,  the  striation  of  the  fibre 
being  replaced  by  bladder-like  cells. 

With  regard  to  the  second  point,  viz.  the  absence  of  the 
spindle  in  the  gastrocnemius  u)uscle,  this  cannot  be  brought 
as  evidence  of  their  atrophy.  It  is  almost  impossible  to  cut 
sections  of  a  large  muscle  like  the  gastrocnemius  at  sufficient 
number  of  levels  to  make  the  assertion  that  the  spindles  are 
absent.  In  two  cases  of  infantile  paralysis,  which  were  exa- 
mined by  cutting  sections  of  the  gastrocnemius,  no  spindles 
could  be  found,  but  that  is  not  sufficient  evidence  to  say  they 
were  not  present.  The  evidence  as  brought  forward  by 
Dr.  Griinbaum  as  to  the  pathological  change  in  the  muscle 
spindle  would  seem  hardly  to  justify  his  conclusions,  so  little 
reo-ard  having  been  paid  to  the  normal  appearance  of  the 
muscle  fibre  within  the  spindle. 

Pedoralis  major. — This  muscle  seems  to  have  undergone 
rather  more  extensive  change  than  the  biceps.  In  certain 
portions  nearly  all  the  muscular  tissue  has  disappeared  ;  a  con- 
siderable amount  of  fat  lies  between  the  muscular  fibres,  and 
some  fibres  iiave  the  fine  granular  (?  fatty)  appearance  above 
described.  Muscle  spindles  are  present  and  appear  to  be 
normal.      The  size   of  the   fibres  varies   considerably,   some 
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measuring  '00  mm.,  but  the  majority  of  the  fibres  are  smaller 
and  do  not  present  any  abnormal  appearance. 

Pectoralis  minor  (Plate  V,  figs.  1  and  2). — There  is  con- 
siderably more  fat  deposited  in  this  muscle  than  in  the  pecto- 
ralis major;  the  size  of  the  fibres  varies  greatly,  one  or  two 
lai'ge  fibres  which  are  suirouuded  by  connective  tissue  measure 
•1  mm.     These  fibres  are,  as  a  rule,  isolated. 

Gluteus. — This  muscle  is  most  extensively  altered,  there 
being  a  lai'ger  amount  of  fat  than  in  the  other  muscles 
examined.  The  muscle  shows  the  granular  change  above 
described,  and  vacuolation  is  present  in  some  of  the  fibres. 
The  striation  of  the  remaining  fibres  is  well  preserved. 

Serratiis. — This  muscle  shows  much  the  same  changes  as 
the  pectoralis  minor,  but  seems  to  have  undergone  rather 
more  change  than  that  muscle. 

Rectus  femoris. — In  this  muscle  a  considerable  amount  of 
fat  exists  between  the  muscle  fibres  ;  the  fibres,  however,  pre- 
serve their  polygonal  form  to  some  extent,  are  well  striated,  and 
do  not  appear  below  the  normal  size,  measvtriug  about  "04  mm. 

Rectus  abdominis. — This  m^^scle  wonld  seem  to  show  less 
change  than  any  of  the  other  muscles,  the  fibres  being  of 
uniform  size,  and  there  is  little  or  no  increase  of  connective 
tissue  between  the  individual  fibres.  Size  of  fibres  about 
•03  mm. 

Summary. — A  boy,  born  at  fall  time  and  in  natural  labour, 
apparently  healthy,  was  noticed  to  be  weak  at  the  time  when 
he  should  have  begun  to  walk.  At  the  age  of  five  years  he 
has  never  walked,  and  it  would  seem  probable  that  some 
wasting  of  the  legs  had  taken  place  in  the  eighteen  months 
preceding  his  admission  to  the  hospital.  There  is  no  history 
of  any  similar  complaint  in  any  other  member  of  the  family. 

The  boy  is  intelligent,  and,  apart  from  his  weakness,  pre- 
sents nothing  abnormal ;  he  is  quite  unable  to  stand,  and  his 
legs  cannot  be  completely  straightened,  owing  to  the  muscular 
contraction. 

The  knee-jerks  are  present;  the  sensation  is  natural;  the 
electrical  reactions  only  show  a  relative  change. 

Post-mortem  examination. — All  the  internal  organs  were 
normal;  many  of  the  muscles  were  very  thin  and  pale;  there 
was  no  hypertrophy.  The  brain  and  spinal  cord  appeared 
normal.  There  was  some  defect  in  the  laminas  in  the  lumbo- 
sacral region  of  the  spinal  column. 

Microscopical  exa.mination. — The  brain,  medulla,  and  spinal 
cord  appeared  normal ;    some   change  seems  to   have   taken 
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place  in  the  medullary  sheath  of  the  nerve  roots,  the  axis 
cj'linders  appearing  normal ;  the  same  change  is  not  present 
in  the  intra-muscular  nerves,  which  appear  normal. 

The  muscles  show  the  most  extensive  change;  there  is  in 
most  of  the  muscles  examined  a  considerable  increase  of  con- 
nective tissue;  the  amount  of  fat  in  the  muscle  is  increased  ; 
the  muscle  fibres  no  longer  preserve  their  polygonal  shape  ; 
vacuolation  is  present  in  some  of  the  fibres;  a  granular 
(?  fatty)  change  is  seen  within  certain  muscle  fibres  stained 
by  the  Marchi  method  ;  hypertrophy  and  atrophy  of  the 
muscle  fibres  is  also  present.  The  muscle  spindles  are  well 
preserved. 

The  pathological  conditions  found  in  this  case  are — 

(1)  A  defect  of  the  lamina}  in  the  lumbo-sacral  region  of 
the  spinal  column. 

(2)  Alteration  in  the  medullary  sheath  of  the  nerve  roots. 

(3)  Slight  pigmentary  changes  in  the  cells  of  the  anterior 
horn  of  the  spinal  cord. 

(4)  Marked  change  in  the  muscular  tissue. 

Eeperences. 

Erb. — "Dystrophia  Mn-icularis  Pro2;ressiva,"  Deufsche  Zeifschrift ftir  Nerven- 

heiik.,  Bd.  i,  1891. 
Thomson  and  Bruce. — Edinhurgh  Hosp.  Seports,  1893. 
Hoffmann. — Deutsche  Zeitschrift  fiir  yervenheilk.,  1893. 
Hoffmann. — Ibid.,  1897. 

Santesson. —  Verhandlmigen  des  Biologischen  Ve reins  in  Stockholm,  1890. 
WestphAL. —  Charite-Annalen,  i,  458,  18>>7. 
GsuNBArM. — Brain,  vol.  xx,  p.  365,  1897. 


DESCRIPTION  OF  PLATE  III. 

Illustrating  Dr.  Barlow  and  Dr.  Batten's  case  of  Myopathy. 

Photogi'aph  of  the  boy  attempting  to  stand;    it  demonstrates  the 
extent  to  which  his  knees  and  hips  had  become  flexed. 
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DESCRIPTION   OF    PLATE   lY. 

Illustrating  Dr.  Barlow  and  Dr.  Batten's  case  of  Myopathy. 

Fig.  1. — Section  through  the  anterior  roots  of  the  cauda  equina, 
stained  by  the  Weigert-Pal  method.  It  shows  the  irregular  and  de- 
ficient manner  in  which  the  meduUated  sheaths  stain  when  compared 
with  a  normal  root.     Magnified  220  diameters. 

Fig.  2. — Normal  root  from  a  child  about  the  same  age,  for  com- 
parison with  above,  iinder  the  same  magnification. 
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DESCRIPTION   OF  PLATE  V. 

Illusti'ating  Dr.  Barlow  and  Dr.  Batten's  case  of  Myopathy. 

Fig.  1. — Transverse  section  of  pectoralis  minor,  magnified  25  dia- 
meters. It  shows  the  marked  variability  in  size  of  the  muscle  fibres, 
the  increased  connective  tissue,  and  the  increased  deposit  of  fat. 
Hardened  in  Marchi's  fluid,  and  stained  with  hsematoxylin. 

Fig.  2. — The  same  muscle  under  higher  magnification  (150  diameters). 
It  shows  a  large,  round,  hypertrophied  fibre,  which  measures  1  mm. 
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DESCRIPTION   OF   PLATE  VI. 
Illustrating  Dr.  Barlow  and  Dr.  Batten's  case  of  Myopathy. 

Transverse  section  of  biceps  muscle,  magnified  44  diameters. 
It  shows  the  increase  of  connective  tissue  not  only  between  the 
muscular  bundles  but  also  between  the  individual  muscle  fibres. 
The  size  of  the  muscle  fibres  is  about  "02  mm.  There  are  three  muscle 
spindles  within  the  field  cut  in  transverse  section  ;  the  largest  of  these 
measures  about  "18  mm.  in  diameter.  Stained  with  eosin  and  htema- 
toxylin. 
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DESCRIPTION  OF   PLA.TE  YII. 

Illustrating  Dr.  Barlow  and  Dr.  Batten's  case  of  Myopathy. 

Transverse  section  through  a  muscle-spindle  of  the  biceps  muscle 
to  show  that  the  nerve  fibres  to  the  spindle  remain  intact.  The  nerve 
fibres  are  stained  blue  by  Weigert-Pal  method.  The  dark  bodies  in 
the  centre  are  muscle  fibres  in  transverse  section,  and  the  light  brown 
portions  the  sheath  of  the  spindle. 
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XX. — Some  results  of  Operations  for  Enlarr/ed  Pros- 
tate.   By  Joiix  R.  LuNX.    Bead  Fehrnarij  10,  1899. 

IN  the  Lancet  of  October  3, 189C,  a  most  successful  case  was 
reported  by  Mr.  Arthur  Hunt,  in  which  double  castration 
was  performed  on  a  man,  a3t.  73,  for  severe  cystitis  and 
enlarged  prostate,  with  recovery,  after  which  the  patient  was 
able  to  go  shooting  and  fishing  in  Scotland.  After  reading 
Mr.  Hunt^s  article,  I  determined  to  do  something  for  my  dis- 
tressing cases  of  enlarged  prostate.  This  is  my  reason  for 
bringing-  a  few  of  my  notes  before  this  Society  on  some  of 
the  results  of  operations  for  enlarged  prostate. 

Case  1.  Section  of  the  left  vas  deferens,  May,  189G  .- 
removal  of  the  right  testicle,  and  radical  cure  for  hernia,  done 
at  the  same  time,  August,  1896;  removal  of  the  left  testicle, 
August,  1897  :  recovery. — Edward  H.,  tet.  72,  was  admitted 
into  St.  Marylebone  Infirmar}-  May  5,  1896,  with  an  old  irre- 
ducible hernia  on.  the  left  side,  and  retention  of  urine,  for 
which  he  had  been  admitted  into  the  infirmary  several  times 
and  treated.  He  stated  he  was  in  the  babit  of  passing*  his 
water  twenty  or  more  times  in  the  twenty-four  hours.  It  was 
found  the  i-etention  of  his  urine  was  clearly  due  to  an  enlarged 
prostate;  the  urine  was  acid,  1025,  and  contained  blood.  On 
May  14,  1896,  the  left  vas  deferens  and  nerves  were  divided 
and  tied;  as  no  apparent  diminution  of  prostate  and  no 
alteration  of  micturition  had  taken  place,  the  right  testicle 
was  removed,  and  a  radical  cure  for  the  right  inguinal  hernia 
performed  August,  1896. 

The  operation  was  perfectly  satisfactory;  the  patient's 
general  health  began  to  improve,  though  he  got  retention 
now  and  then,  but  no  cystitis,  Avhich  he  had  when  admitted 
into  the  infirmary  on  other  occasions.  Taking  into  considera- 
tion the  patient's  good  health,  and  the  fact  that  but  for  the 
frequency  of  micturition  he  might  be  up  and  about  and  able 
to  do  some  light  work,  he  was  advised  to  have  the  left 
testicle  removed,  to  which  he  readily  consented.  On  August 
7,  1897,  the  left  testicle  was  removed,  which  did  not  appear 
much  atrophied.     Whilst  the  patient  was  under  the  chloro- 
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form,  a  careful  examination  of  the  prostate,  per  the  rectum, 
was  made,  and  there  was  no  doubt  that,  though  still  large, 
the  right  lobe  was  less  prominent  than  the  left,  and  a  large- 
size  Xo.  10  cathether  could  be  passed  easily. 

On  March  20,  1898,  the  patient  said  he  had  kept  a  record 
of  the  number  of  times  he  had  passed  urine  in  the  twenty-four 
hours,  and  he  said  that  there  was  a  considerable  improvement 
since  the  last  operation  ;  he  only  passed  urine  ten  times  in- 
stead of  sixteen  to  twenty  in  the  twenty-four  hours.  He 
never  has  now  to  pass  a  catheter,  and  does  not  get  retention, 
and  enjoys  life  more  than  he  did  before  the  operation. 

Towards  November,  1898,  he  developed  dropsy,  and  died 
December  21,  1898. 

Notes  hy  Mr.  Shattock  on  the  specimen  (No.  1). — The  pros- 
tate measured  2^  inches  transversely,  1^  inches  in  the  axis  of 
the  urethra,  and  1^  inches  from  before  backward  at  right 
angles  to  the  axis  of  urethra.  Shape  normal.  No  intra-vesical 
projection  beyond  a  slight  rounded,  ill-defined  eminence  in 
the  situation  of  the  middle  lobe. 

Bladder. — Behind  the  urethral  aperture  there  is  a  swelling, 
deeply  grooved,  in  the  middle  line  on  its  upper  aspect  (?  by 
catheter) . 

There  is  a  considerable  retro-prostatic  pouch,  crossing  the 
front  of  which  is  a  well-marked  interurethral  muscular  bar. 

Case  2.  Section  of  each  vas  deferens  :  the  effect  on  the  pros- 
tate and  micturition :  great  improvement :  recovery. — Edwin  H., 
set.  63,  a  hawker  by  trade,  and  a  married  man,  was  ad- 
mitted March  4,  1897  (he  was  admitted  the  first  time 
in  February,  1896),  Avhen  he  had  retention,  and  the  first 
thing  he  noticed  wrong  with  himself  was  an  increased 
frequency  of  micturition,  and  he  passed  water  as  many  as  six 
times  every  three  hours,  both  during  the  day  and  night.  He 
stated  he  used  to  get  very  ill  with  shivering  fits,  and  was 
obliged  to  run  to  the  nearest  hospital  and  have  his  urine 
drawn  off.  AYhen  he  was  first  admitted  it  was  noted  he  had 
a  large  prostate,  and  a  No.  6  gum  elastic  catheter  was  passed 
Avitli  difficulty.  The  urine  then  was  offensive,  and  contained 
albumen,  sp.  gr.  1020,  alkaline.  Section  of  the  right  vas 
deferens  was  performed  February,  1897,  and  it  had  a  mar- 
vellous effect  in  reducing  the  frequency  of  micturition  per 
diem.  After  he  had  left  the  infirmary  several  months, 
"  the  shivers,"  as  he  described  it,  "  came  on  again,"  though 
he  kept  at  his  work.     He  frequently  got  retention,  and  had  to 
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visit  the  hospitals  again  when  tins  occurred.  On  May  4, 
1897,  he  was  re-admitted  to  St.  Marylebone  Infirmary,  and 
with  rest  in  bed,  hot  baths,  &c.,  he  improved  in  general 
health,  his  temperature  became  normal,  but  still  he  had  to 
pass  his  urine  several  times  during  the  night.  He  wished  for 
another  operation  on  the  other  side,  so  on  June  17,  1897,  the 
left  vas  deferens  and  nerves  were  tied  under  the  influence  of 
CHCI3;  prostate  had  not  apparently  altered  much  in  size, 
though  it  felt  soft  to  touch. 

The  patient's  wound  healed  by  primary  union.  A  month 
after  the  operation  the  patient  said  he  was  "  much  better 
with  his  urine/'  and  only  made  water  four  to  six  times  in  the 
twenty-four  hours,  and  went  the  whole  night  without  passing 
his  urine.  He  discharged  himselt"  six  weeks  after  the  opera- 
tion in  perfect  health,  and  the  urine  was  quite  normal,  and  he 
expressed  himself  as  being  much  pleased  with  the  results  of 
the  operation. 

Case  3.  Double  tubercular  testes,  ivith  discharging  sinuses : 
double  castration  icith  inarJced  shrinking  of  the  i?rostate  :  com- 
plete recovery. — Henry  C,  set.  Go,  a  painter,  was  admitted  into 
St.  Marylebone  Infirmary,  December  9, 189G,  for  double  tuber- 
cular disease  of  his  testicles;  the  right  epididymitis  was  enlarged 
and  indurated,  and  the  thickening  of  the  vas  extended  up  the 
cord  on  both  sides  as  far  as  the  external  rings.  On  January 
4,  1897,  the  left  testicle  was  removed.  It  was  then  noted  on 
examination  of  the  prostate  that  it  was  much  enlarged  and 
easily  felt.  Two  weeks  after  the  first  castration  the  right 
testicle  was  removed,  after  which  his  general  condition 
still  began  to  improve,  his  appetite  increased,  his  tempera- 
ture went  down,  and  he  expressed  himself  as  feeling  much 
better  since  the  operations.  The  interesting  point  was  the  re- 
markable condition  of  the  prostate  when  examined,  per  I'ectum, 
a  No.  10  catheter  being  in  the  bladder  (on  June  5,  1897). 
One  was  at  once  struck  with  the  small  size  of  the  gland,  in 
fact,  it  seemed  as  though  there  was  a  depression,  or  hollow 
surface,  at  the  point  where  the  prostate  should  have  been. 
The  patient  got  quite  well  and  discharged  himself.  I  have 
seen  him  since,  and  the  urine  is  normal,  and  he  has  no  fre- 
quency of  micturition,  and  otherwise  is  in  good  health. 

Case  4.  Eetention  of  tirine  and  cystitis,  due  to  a  stricture 
and  enlarged  prostate:  supra-pubic  drainage:  double  orchec- 
tomy :  great  improvement :  lived  six-and-a-half  months  after  the 


110  Mr.  Luun's  Cases  of  Enlarged  Prostate. 

double  castration  :  died  from  surgical  hidneys  and  exhaustion. 
— Saumel  G.,  ret.  66,  was  admitted  March  10,  1897,  Avitli 
retention  o£  urine.  No  catheter  could  be  passed,  even  under 
anaesthetic  ;  and  as  the  patient  appeared  very  ill,  temperature 
102*4,  tlie  bladder  was  drained  (supra-pubic).  After  a  few 
days  the  stricture  was  divided  and  a  large  catheter  (No.  10) 
was  passed.  The  prostate  was  noticed  to  be  much  enlarged 
on  digital  examination;  the  catheter  was  not  fastened  into 
the  bladder  as  the  urine  was  very  alkaline,  sp.  gr.  1020,  and 
offensive,  and  contained  blood,  pus,  and  albumin.  The 
bladder  was  washed  out  once  or  twice  daily  with  Lotio  Boracis, 
but  he  did  not  improve.  The  operation  for  castration  was 
suggested,  which  he  refused.  His  general  condition  and 
health  began  to  fail,  and  the  man  became  very  ill  indeed,  and 
he  could  only  pass  a  stuall  quantity  of  urine  at  a  time,  which 
was  very  offensive.  He  became  hectic  and  his  temperature 
rose  to  108°,  and  he  had  rigors  with  a  furred  tongue.  On 
May  6,  he  begged  for  something  to  be  done  (having  been  told 
that  his  case  was  hopeless).  Double  castration  was  performed 
by  the  median  incision  as  rapidly  as  possible  whilst  the  patient 
was  under  the  influence  of  A.C.E.  mixture.  He  had  a  good 
deal  of  shock  after  the  operation. 

The  next  day  the  patient  expressed  himself  as  feeling  very 
much  better.  He  had  some  incontinence  of  urine,  the  tem- 
perature became  normal  in  a  remarkable  way,  and  the  con- 
dition of  his  urine  improved.  The  pus  became  less,  his 
appetite  became  ravenous.  He  then  passed  thirty  to  forty 
ounces  of  urine  in  the  twenty-four  hours  without  much  diffi- 
culty, and  the  catheters  were  only  passed  twice  a  week.  He 
began  to  take  didymiu  tablets  once  a  day  for  some  weeks, 
and  then  twice  a  day.  The  patient  improved  until  August  12, 
when  he  had  gained  a  stone  in  weight,  and  was  getting  up  all 
day  and  thinking  about  going  to  work.  The  urine  then  only 
contained  a  trace  of  albumen  and  was  neutral  to  test  paper. 
He  was  suddenly  taken  with  vomiting  and  diarrhoea  and 
obliged  to  take  to  his  bed  again.  The  tablets  of  didymin  were 
stopped,  and  he  began  to  improve  until  November,  1897, 
Avhen  he  became  ill  again  with  vomiting  and  uncontrollable 
diarrhoea ;  the  pus  in  the  urine  increased,  and  he  became 
semi-comatose,  and  died  November  6,  1897,  six  and  a  half 
months  after  the  double  castration. 

Post-viortem. — Most  of  the  viscera  were  normal ;  the 
bladder  was  hypertrophied  and  contained  about  one  ounce 
of  clear  fluid  and  some  muco-pus. 
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The  orifice  of  the  urethra  was  quite  freely  open.  The 
ureters  were  both  dilated  and  pouched,  and  contained  a  little 
pus.  The  prostate  was  not  apparently  enlarged,  but  had  a 
very  prominent,  hard,  middle  lobe.  Both  kidneys  showed 
commencing  surgical  kidneys. 

Case  5.  Resection  of  each  vas  deferens  under  the  influence 
of  a  local  ansesthetic  (5  2^er  cent,  eucaine)  :  great  improvement  at 
first. — Edward  S.,  get.  76,  a  joiner,  was  admitted  January  20, 
1898,  with  retention  of  urine,  for  which  he  had  been  admitted 
before.  He  was  obliged  to  pass  a  catheter  very  often,  and 
complained  also  of  frequent  micturition  day  and  night  (some- 
times getting  up  six  or  seven  times).  The  patient's  general 
health  was  good.  On  examination  of  the  prostate  by  the 
rectum  and  catheter  in  the  bladder,  a  projection  could  be 
felt  in  the  rectum  as  large  as  a  small  Tangerine  orange, 
this  impeded  the  passage  of  the  catheter.  He  had  no 
liaematuria  or  offensive  cystitis;  the  urine  was  acid  and  con- 
tained albumen.  The  man  stated  he  passed  urine  about 
sixteen  to  twenty  times  in  the  twenty-four  hours.  On  April 
29  the  left  vas  and  nerves  were  tied  and  cut  under  the 
influence  of  10  per  cent,  cocaine,  which  was  injected  into  the 
tissues  where  the  vas  was  resected.  The  wound  healed  well 
and  was  dressed  on  the  sixth  day  when  the  stitches  were  all 
removed. 

No  improvement  in  micturition  took  p'lace,  so  on  June  18 
the  right  vas  was  tied  under  the  influence  of  5  per  cent,  eucaine, 
which  was  injected  on  the  right  side  as  before.  There  was 
little  or  no  pain  from  the  skin  incision,  but  on  separating  and 
tying  the  cord  and  nerves  with  silk-gut  ligatures  the  patient 
complained  of  a  little  smarting  pain.  On  June  30  it  was 
noted  the  patient  gets  up  and  expresses  himself  much 
pleased  with  the  results  of  the  operation,  as  he  passes  good 
nights  and  never  has  retention,  and  only  passes  his  urine 
half  the  number  of  times  he  did  before  the  operation,  and  is 
able  to  get  about  as  well  as  ever  he  did. 

In  the  middle  of  November  he  began  to  vomit  and  became 
jaundiced,  and  developed  cancer  of  the  liver,  from  which  he 
died  on  December  18,  1898.  Both  testicles  were  found 
atrophied,  and  he  had  developed  a  double  hydrocele  of  his 
tunica  vaginalis.     The  other  viscera  were  normal. 

Notes  hij  Mr.  Shattocl-  (Case  5). — On  the  side  of  the  hydro- 
cele the  vas  deferens  is  intact  for  the  whole  distance  shown, 
i.  e.  for  five  inches  above  the  upper  level  of  the  testicle.     The 
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testicle  was  flattened  ;  is  1^  inches  in  extreme  length  ;  its 
substance  to  the  naked  eye  appeared  normal. 

Testicle  of  the  other  side  4^  inches  from  the  lower  end  of 
the  testicle  the  vas  is  discontinuous,  the  ends  being  embedded 
in  scar  tissue. 

The  testis  was  remarkably  small,  and  measured  1  inch  in 
its  vertical  axis. 

Case  6.  Double  vasectomy  for  enlarged  prostate,  retention 
of  urine,  and  repeated  attacks  of  hsematuria  with  frequency  of 
micturition. — Thomas  P.,  ast.  64,  a  coachman  with  a  very  good 
history,  was  admitted  in  October,  1898,  with  retention  of 
urine,  and  though  a  Xo.  10  catheter  could  be  passed  fairly 
easily,  there  w;\s  a  distinct  obstruction  about  the  prostatic 
part  of  the  urethra,  which  could  easily  be  felt  with  the  finger 
in  the  rectum;  the  urine  was  1005,  alkaline,  and  contained 
albumen,  and  he  had  several  severe  attacks  of  hasraaturia 
after  admission.  On  November  28  double  vasectomy  was 
performed  under  the  influence  of  chloroform.  The  next  day 
the  urine  contained  more  albumen  and  some  blood.  He  was 
able  to  pass  his  urine  normally,  and  he  did  not  seem  any  the 
worse  for  the  operation,  and  was  about  the  ward  as  usual. 

December  30,  1898. — He  tells  me  he  sleeps  all  night  with- 
out passing  urine  and  expresses  himself  quite  well,  and  was 
discharged  cured  January  6,  1899. 

Remarks. — Much  progress  has  been  made  of  late  years 
with  the  surgery  of  the  prostate,  though  not  many  of  the 
results  seem  to  have  been  published  until  lately.  Only 
palliative  treatment  is  spoken  of  in  most  of  the  text-books, 
though  Mercier  mentions  urethral  prostatectomy  as  far  back 
as  1856. 

Drainage  of  the  bladder  by  the  peringeum  for  cystitis  has 
been  done  by  Sir  Heni-y  Thompson,  Mr.  Reginald  Harrison, 
and  many  other  surgeons,  and  I  have  done  it  myself  many 
times ;  the  disadvantage  of  the  operation  is  that  it  so  often 
leaves  a  permanent  fistula.  Professor  White,  of  Philadelphia, 
in  1893  read  before  the  American  Surgical  Association  a 
paper,  in  which  he  suggested  double  castration  as  likely  to 
produce  an  atrophy  of  the  prostate  as  oophorectomy  produces 
on  fibroid  growths  of  the  uterus.  A  discussion  at  the  British 
Medical  Association  held  at  Carlisle,  1896,  took  place  on  the 
sui-gical  treatment  of  prostatic  hyj^ertrophy,  which  was  opened 
by  Dr.  David  MacEwen,  and  the  operations  he  had  performed 
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then  had  been  fifty-two  ;  of  these,  forty-two  Avere  more  or 
less  successful.  In  four  cases  there  had  been  no  improve- 
ment, and  six  cases  had  died.  Many  authors  have  shown 
that  the  prostate  glands  get  transferred  into  a  mass  of  fibrous 
tissue  after  castration,  and  this  seems  to  bear  out  the  idea  of 
most  physiological  teachers  that  the  prostate  gland  is  essen- 
tially sexual  in  its  functions,  and  that  a  close  relationship 
appears  to  exist  between  it  and  other  dominating  organs. 
Some  experiments  on  animals  have  been  pei-formed  b}' 
Griflfiths  and  others,  and  they  all  seemed  to  have  had  different 
results;  some  got  a  few  changes  in  the  testicles  and  prostate, 
others  none  at  all.  There  seems  no  doubt  the  soft  elastic 
form  of  hypertrophy  of  the  prostate  is  most  a:ffected  by  cas- 
tration and  vasectomy. 

Mr.  Keginald  Harrison  stated  in  an  article  in  the  Lancet, 
January  8,  1898,  "  There  is  a  tendency  as  age  advances,  and 
Avhen  the  meridian  is  passed,  towards  a  tibrotic  degeneration 
of  the  testes  and  prostate,  in  which  the  latter  gradually  ceases 
to  be  largely  glandulai-,  and  becomes  transformed  more  or 
less  into  masses  of  unstriped  muscular  fibre  and  connective 
tissue." 

Mr.  K.  Harrison  also,  in  his  remarks  on  the  surgery 
of  the  vas  deferens,  draws  attention  to  the  fact  that  the 
enlarged  prostate  is  often  a  serious  detriment  to  the  kidneys 
by  establishing  a  backward  pressure  of  the  urine,  which  can 
be  most  injurious  to  these  organs,  and  often  when  the  tension 
of  the  kidneys  and  arteries  has  been  taken  off,  micturition  is 
easier  by  the  induction  of  atrophy  of  the  prostate  by  removing 
intra-renal  tension.  In  some  cases  prostatic  obstructionis easily 
rendered,  as  by  passing  catheters  frequently,  and  also  other 
causes  may  produce  obstruction  in  the  prostate  ;  so  it  seems 
if  we  only  obtain  a  small  degree  of  shrinking  of  the  prostate 
gland,  we  make  our  patient's  life  happier  and  more  comfort- 
able, though  some  oases  reported  do  not  seem  to  have  im- 
proved by  castration,  which  I  should  imagine  may  have  been 
due  to  some,  perhaps  septic,  condition  extending  from  the 
urinary  tract.  Resection  of  the  vas  deferens  and  nerves  in 
my  cases  certainly  seemed  to  derive  benefit.  In  Case  No.  1 
he  did  not  seem  to  improve  much  until  both  testicles  were 
removed,  but  perhaps  I  did  not  give  the  man  a  long  enough 
time  between  the  vasectom}^  and  castration.  In  Case  No.  5 
there  has  not  been  much  wasting  of  either  testicles.  Case 
No.  4  was  a  most  remarkable  case,  though  he  died  six  and  a 
half  months  after  the  double  castration  from  surgical  kidnevs> 
VOL.  XXXII.  8 
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Befoi'e  operating  on  these  old  men  I  take  a  good  many  pre- 
cautions before  castration  and  vasectomj^,  such  as  keeping 
them  quiet  and  warm  a  few  days  before  the  operation,  and 
letting  them  drink  freely  of  warm  drinks,  barley-water,  &c. 
I  give  a  good  deal  of  attention  to  the  bowels,  and  a  little 
stimulant  three  or  four  hours  before  the  operations.  I  only 
keep  the  patients  under  the  influence  of  chloroform,  an  A.C.E. 
mixture,  as  long  as  is  absolutely  necessary.  I  prefer  the 
median  scrotal  incision  for  castration.  As  to  the  resection  of 
the  vas  deferens  which,  if  it  proves  as  successful  and  useful 
as  orchectomy,  it  will  certainly  receive  the  preference  of  the 
two  operations,  as  it  is  so  easily  performed,  and  without  any 
antesthetic  or  apparent  danger  to  the  patient.  In  conclusion, 
I  think  resection  of  the  vas  deferens  and  nerves  certainly 
does  good  for  an  enlarged  soft  prostate ;  voluntary  power  of 
the  bladder  is  restored,  and  the  frequency  of  micturition 
lessened,  bad  cystitis  relieved,  and  the  wretched  catheter  life 
almost  can  be  given  up,  and  this  is  m}-  excuse  for  putting 
these  few  meagre  notes  on  the  records  of  this  Society. 
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XXI. — Case  of  Hi/datid  Cysts  of  Upper  Lobe  of  Right 
Limtj  and  Liver:  both  successful  I  y  removed..  By 
H.  Betham  Robinson,  M.S. Lend.  Bead  March  10, 
1899. 

SW.,  a  little  boy  fet.  Q,  was  admitted  under  my  cai'O  into 
•      St.  Thomas's  Hospital  ou  June  7,  1898. 

There  is  a  history  of  tubercle  on  the  mother's  side  of  the 
family. 

In  February,  1898,  he  attended  the  Hospital  for  Con- 
sumption, Brompton,  with  a  bad  cough.  He  has  always  been 
a  delicate  child  with  difficult  breathing,  but  latterly  his  cough 
had  been  getting  worse. 

Unfortunately  he  cannot  be  traced  in  the  hospital  records, 
so  I  am  unable  to  say  what  the  condition  of  his  chest  was  in 
the  early  pai't  of  the  year. 

lu  April  he  was  admitted  into  the  Fountain  Hospital, 
Tooting,  for  diphtheria,  and  when  in  that  institution  I  was 
asked  to  see  him  for  the  abdominal  tumour,  Avhich  I  con- 
sidered to  be  probably  a  hydatid  of  the  liver,  and  ai-ranged  to 
take  him  into  St.  Thomas's  for  operation  aftei-  his  con- 
valescence. Accordingly  he  was  admitted  into  St.  Thomas's 
■on  June  7. 

The  history  given  of  this  abdominal  swelling  was  that  a 
hard  lump,  about  the  size  of  a  marble,  had  been  first  noticed 
about  three  years  before;  this  had  gradually  increased  with- 
out any  pain,  and  had  been  noticed  to  seem  much  larger 
when  the  child  was  on  his  back. 

On  examination  the  abdomen  moved  well  on  respiration, 
and  the  subcostal  angle  was  wide.  A  prominence  could  be 
seen  in  the  right  hypochondriac  and  lumbar  I'egions  extend- 
ing forwards  towards  the  middle  line  which  moved  with  respi- 
ration. On  palpation  a  hard  swelling  could  be  felt  extending 
from  the  costal  margin  to  two  inches  below  the  umbilicus  on 
the  right  side ;  the  upper  part  of  the  tumour  down  to  the 
level  of  the  umbilicus  felt  hard,  and  seemed  to  be  mai-ked  off 
by  a  distinct  edge  from  the  lower  hemispherical  portion, 
which  was  evidently  elastic  ;  from  this  lower  part  was  a  small, 
hard  nodular  projection  towards  the  umbilicus.  The  whole 
tumour  could  be  grasped  between  the  hands,  placed  in  front 
and  behind,  and  shifted  out  of  the  lumbar  region.     On  percus- 
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sion  the  liver  duluess  started  at  the  seventh  rib  in  the  nipple 
line  and  was  continued  down  over  the  tumour.  What 
appeared  to  be  colon  resonance  was  over  the  lower  part  and 
continued  backwards  into  the  loin  ;  the  end  of  the  kidney 
coukl  be  felt  below  the  ribs  at  the  back.  The  boy's  appetite 
was  bad  and  he  suffered  from  constipation  ;  associated  with 
the  latter  was  some  rectal  prolapse.  The  urine  showed  a 
very  decided  trace  of  albumen,  but  no  other  alteration. 

Dr.  Box,  on  June  16,  examined  his  chest  and  reported  as 
follows  :  "  The  upper  part  of  the  right  side  of  the  chest  in 
front  bulges.  The  percussion  note  is  dull  down  to  the  third 
rib  in  the  same  situation,  and  dulness  is  also  present  high 
in  the  axilla,  and  at  the  apex  of  the  lung  posteriorly.  Over 
the  dull  area  in  front  the  breathing  is  tubular,  and  vocal  reso- 
nance is  increased,  but  behind  all  sounds  are  diminished.  Na 
crepitations  are  elicited  by  coughing.  The  signs  are  quite 
compatible  with  the  presence  of  hydatid  or  sarcoma  or  might 
be  due  to  a  localised  empyema.'' 

As  there  was  no  elevation  of  temperature,  the  last  sug- 
gestion seemed  very  unlikely,  so  I  determined  to  operate  on 
the  abdominal  swelling  first,  which  was  done  on  June  22. 

A  vertical  incision  was  made  downwards  from  the  costal 
margin  in  the  linea  semilunaris.  On  opening*  the  abdomen 
the  liver  presented  in  the  wound,  its  edge  coming  Avell  below 
the  edge  of  the  ribs ;  just  below  the  edge  was  a  convex 
swelling,  which  was  springing  from  the  inferior  surface  of 
the  liver,  and  which  had  the  gall-bladder  ou  the  left  side  of 
its  upper  surface.  The  swelling  was  elastic,  and  had  the 
appearance  of  a  hydatid  cyst.  The  tumour  was  now  pushed 
well  into  the  wound  from  the  left  side,  and  the  boy  was 
turned  to  his  right  side  ;  a  trocar  was  introduced,  drawing 
off  clear  fluid,  so  the  cyst  was  rapidly  incised,  and  the  finger 
plunged  in  to  draw  the  opening  of  the  cyst  well  out  of  the 
wound  to  prevent  any  fluid  passing  into  the  abdominal 
cavity.  About  one  pint  of  clear  fluid  as  measured  was 
collected.  Forceps  were  now  introduced  into  the  cyst  and 
the  hydatid  membrane  extracted.  The  adventitious  sac  wall 
was  not  removed ;  its  cavity  was  washed  out  with  1  in  1000 
perchloride  solution,  and  a  cyanide  gauze  drain  was  intro- 
duced. A  few  interrupted  catgut  sutures  were  put  in  to 
reduce  the  opening  in  the  cyst  wall.  The  abdominal  wound 
was  sutured  with  silkworm  gut  and  horsehair,  leaving  a  gap 
for  the  exit  of  the  drain.  Cyanide  pads  wei'e  put  on,  and 
the  whole  firmly  bandaged,  so  as  to  keep  the  openings  in  the 
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cyst  and  abdomiual  wall  as  closely  aj)posed  <is  possible.  It 
will  be  noted  that  the  cyst  wall  was  not  stitched  to  the 
woinid.  The  hydatid  inenibi-ane  on  examination  showed  a 
definite  nodule  projection  from  the  main  cyst,  and  connected 
with  it,  which  had  occupied  the  projection  on  the  inner  side 
of  the  tumour. 

On  the  second  day  (24th)  the  ping  was  removed  and  found 
slightly  bile-stained  ;  it  was  reintroduced  without  difficulty. 
No  abdominal  tenderness  or  SAvelling.  The  temperature  has 
been  just  over  100°  on  the  two  nights. 

The  subsequent  progress  was  uneventful,  the  patient's 
general  condition  remaining  good.  The  discharge  from  the 
wound,  which  was  never  bile-stained,  became  purulent  on 
July  2,  and  was  accompanied  by  a  rise  ot"  temperature  for 
four  days,  but  after  this  the  discharge  gradually  lessened 
and  the  temperature  remained  normal.  At  the  end  of  the 
month  the  wound  had  healed  and  was  tucked  up  under  the 
liver. 

During  this  period  his  lung  signs  had  remained  much  the 
same,  with  only  slight  cough  ;  the  low  extent  of  his  liver 
dulness  continued  as  before  the  operation,  and  indicated  its 
downward  pushing  by  the  lung. 

On  August  5  he  was  skiagi-aphed  by  Dr.  Barry  Blacker, 
and  a  well-defined  opacity  was  seen  in  the  right  lung  the  size 
of  a  very  large  cricket  ball,  the  lower  edge  of  it  being  very 
sharply  defined,  and  reaching  down  on  the  right  side  in  front 
to  the  lower  part  of  the  cardiac  area  (level  of  sixth  rib).  The 
opacity  was  sufficient  to  obliterate  the  rib  shadows. 

On  August  12  the  chest  on  the  right  appeared  to  bulge, 
especially  in  the  third  interspace,  but  measured  through  the 
nipple  line  there  was  half  an  inch  diiference.  On  percus- 
sion in  front  there  was  complete  dulness  from  the  apex  to  the 
third  rib  ;  below  this  it  gradually  shaded  off,  so  that  it  became 
resonant  again  below  the  fifth  rib  to  the  seventh,  where  the 
liver  dulness  started;  posteriorly  there  was  no  very  great 
difference.  The  heart  sounds  in  front  were  very  feeble,  and 
behind  some  tubular  breathing  could  be  heard  over  the 
scapular  spine.     The  temperature  was  quite  normal. 

The  operation  for  the  removal  of  the  cyst  was  done  on 
August  15.  An  incision  was  made  over  the  right  second  rib, 
and  the  exposed  pectoralis  major  was  split  in  the  direction  of 
its  fibres.  The  periosteum  was  turned  off  the  rib  and  about 
one  inch  and  a  half  was  resected  just  outside  its  cartilage. 
An  incision  was  carefully  made  in  the  long  axis  of  the  trough. 
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so  made  until  it  was  certain  that  the  layers  of  the  pleur.i 
were  adherent.  The  boy  was  now  turned  towards  his  right 
side,  so  as  to  allow  of  free  exit  of  fluid  and  to  prevent  the 
other  bronchial  tubes  from  being  flooded  on  collapse  of  the 
cyst.  A  hollow  needle  was  introduced  to  get  an  idea  as  to 
the  distance  of  the  cyst  from  the  surface,  and  immediately  a 
drop  of  fluid  appeared,  which  was  at  a  distance  of  about  a 
quarter  of  an  inch,  a  free  incision  was  made,  and  several  ounces 
of  clear  colourless  hydatid  fluid  gushed  out.  The  flnger  was 
introduced  to  estimate  the  size  of  the  cavity,  and  the  cyst 
membrane  was  extracted  whole  with  forceps.  The  cyst  was 
about  the  size  of  an  orange,  and  there  were  no  daughter-cysts. 
There  was  fortunately  no  opening  up  of  big  tubes  by  the 
removal  of  the  cysts,  as  shown  by  no  violent  coughing  or 
bloody  expectoration.  A.  large  india-rubber  drain  was  put 
into  the  cavit}-,  and   tlie  wound  was  sewn  up  with  silkworm 

August  16. — Fairly  good  night.  Temperature  risen  this 
moi-ning  to  101"2°. 

August  17. — Tempei-ature  last  night  102-2  and  pulse 
144.  This  morning  temperature  100°,  puise  144,  and  respira- 
tions 64. 

August  18. — Dr.  Russell  examined  his  chest  last  night 
and  reported  :  "  Considerable  improvement  of  resonance  over 
whole  of  right  lung*  posteriorly ;  heart-sounds  are  accom 
panied  by  numerous  coarse  rales,  and  expiration  is  in  places 
tubular;  it  seems  pneumonic  and  not  effusive."  The  tem- 
perature was  103'2°,  respirations  86,  and  pulse  144.  This 
morning  much  easier,  temperature  100*6°.  The  tube  was 
removed  and  a  gauze  drain  put  in  in  its  place;  to  facilitate 
drainage  he  is  kept  tui-ued  over  on  to  his  right  side. 

August  19. — Yesterday  afternoon  at  4  temperature  98'4°, 
but  at  8  it  had  risen  to  102-6°,  with  respirations  63.  This 
morning  his  temperature  is  101°,  pulse  124,  and  respirations 
46.  When  being  dressed  this  morning  he  was  turned  over 
on  to  his  face,  and  some  three  ounces  of  thickish  green  fluid 
escaped. 

August  20. — Last  night  tempei-ature  10o-4°,  and  respira- 
tions 46.  Drainage-tube  reinserted  in  wound.  To-day  tem- 
perature 99-6°,  respirations  46,  and  pulse  114.  Cavity  ordered 
to  be  insufilated  when  dressed  with  equal  parts  of  aristol  and 
boracic  acid. 

August  21. — Temperature  8  p.m.  last  night  102°;  this 
morninuf  99^. 
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August  22. — Temperature  8  i'.m.  last  night  lOP ;  this 
morning  99°.     Stitches  removed. 

August  23. — Temperature  at  8  last  night  101'6°;  this 
morning  98'6°. 

August  21. — Temperature  only  99*8°  last  night,  and  this 
morning  normal,  with  pulse  100  and  respirations  26.  His 
general  condition  is  much  improved^  and  he  complains  of  no 
pain. 

August  26. — Temperature  remains  down.  Small  gauze 
drain  now  in  wound.  There  has  never  been  any  pus,  &c., 
brought  up  since  operation,  confirming  the  previous  opinion 
that  there  was  no  connection  with  bronchial  tubes.  Patient  is 
still  turned  over  every  morning  to  allow  any  collected  fluid  to 
run  out. 

September  2. — Very  little  discharge,  temperature  normal, 
general  condition  good. 

September  7. — Dr.  Russell  reported  "  right  lung  resonant 
all  over,  and  entering  well  right  down  to  the  base  of  the 
lung ;  expiration  still  in  places  tubular ;  no  adventitious 
sounds. 

September  9. — Getting  up  in  a  chair.  For  some  days 
now  the  plug  has  only  rested  in  the  superficial  wound. 

September  16. — No  plug  in  now.     Wound  all  but  healed. 
September  19. — Dr.  Box  reports  "  right  lung  appears  to 
have  expanded;  no  sign  of  a  cavity." 

September  22. — Wound  quite  healed.  Went  to  a  conva- 
lescent home. 

With  reference  to  the  treatment  of  the  cases  there  is  very 
little  comment  to  be  made.  In  dealing  with  the  liver  hydatid 
I  adopted  in  the  main  the  method  generally  followed,  that  of 
Lindemann  of  Hanover,  i.e.  immediately  incising  the  cyst 
and  removing  the  parasite.  Instead,  however,  of  fixing  the 
cyst  wall  to  the  belly  wall,  the  cyst  wall  was  held  by  forceps 
well  out  of  the  wound  during  removal  of  the  cyst  to  prevent 
fouling  the  peritoneum.  Then,  again,  after  washing  out  the 
cyst  wall,  its  wound  was  partially  sewn  up  and  a  gauze  drain 
introduced  and  brought  out  of  the  abdominal  wound  ;  in  fact, 
I  adopted  a  practice  in  use  every  day  in  abdominal  surgery, 
such  as  after  operating  on  a  bile-duct,  or  a  doubtful  ap- 
pendix, or  after  returning  in  a  hernia  a  suspicious  portion  of 
bowel. 

In  treating  the  lung  hydatid  every  precaution  was  taken 
to  prevent  in  the  collapse  of  the  cyst  the  forcing  of  the  fluid 
along  the   bronchial   tubes,   and   suffocation   of    the   patient, 
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au  accident  that  had  been  not  uncotnraou  in  the  unwise  pro- 
ceeding of  putting  in  a  trocar  and  cannula.  Fortunately  in 
this  case  it  could  not  have  happened,  for  there  was  no  open- 
ing of  bronchial  tubes  on  the  tibrous  wall  as  shown  by  the 
subsequent  course  of  events. 

In  these  pulmonary  cases,  though  formidable,  a  favorable 
result  is  to  be  expected  from  operation  when  we  consider  the 
statistics  of  Dr.  Thomas,  of  Adelaide,  as  recorded  in  the 
Transactions  of  the  Intercolonial  Congress  of  Australasia  in 
1889 — of  thirty-eight  cases  there  were  thirtj'-two  recoveries 
and  six  deaths. 


Mr.  Barker's  mid  Mr.  Nabarro's  Case  uf  Pancreatic  (hjst.   121 


XXII. — A  case  of  rancreattc  Cijst  treated  hj/  Incision 
and  Drainage :  ivitli  anali/sls  of  the  contents.  By 
AuTJiiiR  E.  J,  BAincKR  and  D.  X".  Xabahro,  M.B., 
B.Sc.Lond.     Bead  March  10,  1899. 

ALFRED  F.,  set.  14,  was  admitted  to  University  College 
Hospital  July  12,  1897.  His  family  history  was  very 
good,  and  he  appeared  generally  a  healthy  boy.  Seven  weeks 
before  admission  he  fell  off  a  railwa}'  embankment  upon  some 
brickwork  and  struck  his  left  side  ;  he  was  picked  up  uncon- 
scious, and  continued  so  for  some  hours.  For  a  fortnight  he 
is  stated  to  have  been  delirious,  and  a  month  before  admission 
he  spat  blood  several  times.  Dr.  King,  of  Watford,  who  was 
called  to  see  the  patient  after  the  accident,  has  kindly  fur- 
nished the  following  note: — There  was  '^  abdominal  pain  for 
several  days  and  marked  sickness.  The  head  was  knocked 
in  the  fall.  Got  better  ;  after  a  week  relapsed.  Abdomen 
at  this  time  was  retracted.  Did  not  see  him  for  some  time, 
then  the  mother  brought  him  up  with  the  swelling  in  the 
same  state  as  when  patient  was  admitted  into  hospital." 

The  hospital  note  record  that  "  the  patient  is  a  small  lad 
and  poorly  nourished  ;  he  does  not  complain  of  any  pain.  On 
examining  the  abdomen  a  large  swelling  is  seen  on  the  left 
side  of  the  middle  line  occupying  the  left  hypochondrium, 
the  lumbar,  and  left  half  of  the  epigastric  and  umbilical 
region.  There  is  also  a  slight  degree  of  fulness  in  the  right 
halves  of  the  corresponding  regions,  especially  the  umbilical. 
The  swelling  comes  from  beneath  the  left  costal  margin, 
which  is  distinctly  bulged.  The  anterior  margin  of  the 
swelling  is  opposite  the  lower  end  oi:  the  ensiform  cartilage. 
It  descends  obliquely  towards  the  right  as  far  as  the  middle 
line.  From  this  point  the  margin  extends  transversely  across 
to  the  right  costal  margin,  and  then  descends  obliquely  to  just 
below  the  umbilicus ;  it  then  curves  towards  the  left,  the 
lowest  point  being  on  a  level  with  the  left  anterior  superior 
iliac  spine.  Farther  outwards  the  lower  border  is  felt  one 
inch  above  the  left  iliac  spine,  and  the  fingers  can  be  pressed 
in  beneath  it.  The  swelling  can  be  readily  felt  in  the  loin, 
but  it  does  not  completely  fill  it.  The  posterior  limit  is  about 
opposite  the  outer  border  of  the  erector  spinal  muscles.  The 
most  prominent  part  of  the  tumour  lies  between  the  umbilicus 
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and  the  left  costal  margin.  The  surface  is  fairly  smooth 
and  somewhat  lobulated.  The  colon  cannot  be  felt  ci'ossing 
it.  The  swelling  is  elastic  and  almost  fluctuating  in  all  direc- 
tions. It  is  dull  on  percussion,  and  in  the  left  hypochondriac 
the  dulness  is  continuous  with  that  of  the  normal  spleen. 
At  the  time  of  examination  there  was  no  resonance  between 
the  tumour  and  the  lobe  of  the  liver,  but  this  "s\'as  found  to 
vary.  The  tumour  moves  with  respiration.  There  is  ap- 
parently a  small  amount  of  free  fluid  in  the  peritoneum. 
There  is  no  oedema  of  the  legs  and  no  displacement  of  the 
apex-beat  of  the  heart.  The  veins  over  the  anterior  surface 
of  the  abdomen  are  slightly  eulai-ged." 

Regarding  the  swelling  as  most  probably  a  pancreatic  cyst, 
I  operated  as  follows  on  July  15,  1897  : — The  abdomen  was 
opened  by  a  vertical  three-inch  incision  through  the  left 
rectus  muscle,  close  below  the  ribs.  On  opening  the  perito- 
neum the  stomach  was  found  stretched  over  the  tumour,  and 
the  transverse  colon  lay  below  it.  Between  the  two  there  was 
a  small  space.  Through  this  the  cyst  was  tapped,  the  needle 
passing  through  the  omentum,  and  three  to  four  pints  of 
fluid  were  drawn  off  into  sterilised  flasks.  The  contents  were 
at  first  clear  and  of  a  light  colour.  Towards  the  end  it  became 
slighth^  brown.  The  cyst,  which  had  a  smooth,  shiny  lining, 
was  sutured  to  the  wound  and  the  latter  was  partially  closed 
over  an  iodoform  gauze  drain.  There  was  no  sign  of  fat 
necrosis  in  the  omentum.  A  loose  gauze  dressing  waS' 
applied. 

The  patient  bore  the  operation  well,  and  was  not  re- 
dressed until  the  19th,  when  the  gauze  was  found  to  be 
soaked.  There  was  then  no  swelling,  pain,  or  tenderness 
in  the  abdomen.  The  temperature  rose  to  102"6°  on  the 
first  two  days  after  operation  and  then  fell  to  99°. 

On  the  22nd  the  gauze  drain  was  removed.  A  consider- 
able quantity  of  thick,  greenish  discharge  followed  this.  On 
23rd  this  discharge  was  still  greenish  and  purulent.  On 
24th  it  was  much  cleai-er.  On  2oth  it  was  absolutely  clear, 
and  the  patient  was  feeling  quite  well.  The  motions  were 
normal  throughout. 

Convalescence  was  uninterrupted,  and  the  patient  left  the 
hospital  on  August  15,  1897,  quite  healed.  He  was  seen  a 
long  time  later  fat  and  strong,  with  no  trace  of  his  original 
trouble  except  the  scar,  which  was  firm. 

An  analysis  of  the  fluid  was  conducted  with  great  care  b}- 
Mr.  Nabarro,  under  the  supervision  of  Dr.  Sidney  Martin,  in 
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the    Pathological    Laboratory,    and  I   am    indebted  to   these 
gentlenieu  for  the  following'  report  : 

Examination  of  Fluid  from  Mr.  Barii-er\s-  case  of  Pancreatic 
Cijst  hy  Mr.  D.  N.  Naharro,  M.B.,  B.Sc.Lond.,  July,  1897. 

I.  Physical  Properties. 

The  fluid  was  brownish  yellow  in  colour,  like  urine,  and 
clear;  on  standing-  there  was  a  small  granular  deposit.  The 
fluid  felt  heavy,  but  its  specific  gi-avity  was  only  1010. 
The  smell  was  aromatic  and  sweetish,  but  not  urinous;  re- 
action to  litmus  distinctly  alkaline.  After  standing  for  ten 
days  with  a  piece  of  thymol  in  it,  a  film  of  fat  appeared  on 
the  surface  of  the  liquid ;  at  the  same  time  a  deposit  was 
thrown  doAvn,  which  on  microscopical  examination  showed 
numerous  cocci,  no  cells,  but  a  few  flat  globules  and  a  very 
few  brownish  crystals,  the  nature  of  which  could  not  be 
determined. 

II.  Chemical  Gom])osition. 

On  boiling  with  Fehling's  solution  no  reduction  occurred ; 
but  on  repeating  the  test  on  the  day  following  the  operation 
slight  reduction  was  evident.  The  biuret  test  was  very 
slightly  marked,  but  after  standing  in  the  incubator  over- 
night, the  reaction  was  a  little  more  manifest  the  following 
day.  Gmelin^s  test  for  bile  pigments  yielded  a  negative 
result.  On  adding  acetic  acid  a  precipitate  was  thrown  down 
(?  mucin),  which  was  insoluble  in  excess  of  the  reagent.  On 
acidifying  Avith  acetic  acid  and  boiling,  the  albumen  was 
coagulated  and  settled  down  to  about  one  half,  i.e.  about 
3  per  cent,  by  weight.  To  estimate  the  total  solids  present, 
2  c.c.  of  the  fluid  were  evaporated  to  dryness  in  a  platinum 
crucible  on  a  water-bath,  and  the  residue  dried  and  weighed  ; 
total  solids  were  found  to  be  1*63  per  cent.;  after  ignition 
the  ash  weighed  '0162  grm.,  or  0-81  per  cent.  To  estimate 
the  total  proteids,  2  c.c.  were  treated  with  excess  of  alcohol 
acidulated  with  two  drops  of  a  20  per  cent,  solution  of  acetic 
acid.  After  filtering  the  precipitated  proteids  on  a  weighed 
filter-paper,  the  precipitate  was  washed  with  alcohol,  ether, 
and  lastly  alcohol  again,  and  then  dried.  Total  proteids 
weighed  -0132  grm.,  or  0*66  per  cent. 

The  fluid  effervesced  with  sodium  hypobromite,  and  also 
slightly  with  a  mixture  of  FeSO^  and  HNOg,  but  further 
careful  examination   for  urea  did  not  confirm   its  presence. 
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To  test  for  urea,  cholesterin,  &c.,  some  fluid  was  taken, 
treated  with  excess  of  absolute  alcohol,  and  heated  on  a 
water-bath.  The  precipitated  pi-oteids  were  filtered  off,  and 
the  filtrate  evaporated  to  dryness.  This  was  then  twice  ex- 
tracted with  ether  to  dissolve  out  the  fat  and  cholesterin,  and 
after  evaporating  down  gave  no  trace  of  cholesterin  with 
iodine  and  sulphuric  acid.  The  residue  (left  after  twice  ex- 
tracting with  ether)  was  extracted  with  chloroform  and 
evaporated  to  dryness,  then  extracted  with  water,  evaporated 
down  and  strong  HNO3  added,  but  no  crystals  of  urea  nitrate 
formed.  Lastl}-  the  residue,  after  extracting  with  chloro- 
form, was  treated  with  alcohol  and  decanted.  The  residue 
extracted  with  water  gave  no  indication  of  the  presence  of 
dextro-albumose  with  CuSO^  and  KOH. 

III.  Digestive  Actions. 

l.Amylolytic. — The  fluid  was  strongly  amylolytic,  as  will  be 
seen  from  the  following  results  which  were  obtained.  The 
solution  of  starch  used  was  always  freshly  prepared,  and  of 
the  strength  of  1  per  cent.  The  incubator  was  constantly  at 
36°  C. 


Yluii  tested. 


Before 
iDCubatiou. 


'     After  half  an 
I  liour. 


1.  10    c.c.   solution' Blue  c  iodine     Blue  as  be- 


of  starch  I 

10  c.c.  +   10  C.C.I 
fluid  I 

+  5  C.C.I 


3.  10  c.c, 

fluid 

4.  10  c.c 

fluid 


Faint  blue 


Blue,  but. 
less  than  1 


fore 

yH ;  supir 

present 

Blue,  even 
>    testing  a 
few  drops 


AH  niglit  in  in- 
tuliator. 


Blue 

Xo  trace  of  blue 

1      Slight  blue 
I  colour  in  using 
I  large  quantities 
J      for  testinff. 


Sugar. 


Nil. 
Much  sugar. 

Much 
sugar. 


It  is  seen  that  before  putting  in  the  incubator,  i.e.  in  the 
cold,  10  c.c.  of  the  fluid  were  able  to  act  upon  10  c.c.  of  the 
1  per  cent,  starch  solution,  so  as  to  give  only  a  slight  blue 
colour  with  iodine.  As  the  fluid  was  so  strongly  amylolytic, 
the  action  of  10  c.c.  on  100  c.c.  of  a  1  per  cent,  starch  solu- 
tion was  tried.  Before  incubation  the  blue  reaction  was  well 
marked;  after  five  minutes  a  considerable  amount  of  sugar 
was  present,  but  also  starch  ;  the  sugar  increased  and  the 
starch  diminished,  but  still  gave  the  iodine  reaction  after 
being  in  the  incubator  for  five  hours.     After  standing  over- 
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uiglit  in  the  incubator  no  trace  of  starch  was  present.  10  c.c. 
of  the  fluid  having  completely  digested  100  c.c.  of  the  starch 
solution,  i.e.  1  grni.  of  starch. 

I  may  remark  here  in  passing  that  I  repeated  these  experi- 
ments with  the  fluid  from  an  ovarian  cyst,  and  found  it  to 
possess  no  amylolytic  action  whatever. 

2.  Fat-sylitfiny. — Neutral  cod-liver  oil  was  the  fat  used. 
p]qual  quantities  of  this  and  of  the  fluid  were  shaken  up  to- 
gether and  put  in  the  incubator.  Another  test-tube  con- 
taining two  parts  of  fluid  to  one  of  oil  was  also  taken.  The 
oil  was  partially  emulsified,  but  not  permanently^  and  after 
standing  in  the  incubator  for  forty-eight  hours  the  oil  was 
apparently  not  altered. 

3.  Proteolytic. — The  fresh  fluid  put  into  the  incubator  and 
allowed  to  stand  there  overnight  slightly  digested  its  own 
albumen,  so  that  the  biuret  reaction  was  a  little  more  marked 
than  on  the  previous  day.  In  order  to  test  its  power  of 
digesting  artificial  proteid,  dried  alkali-albumen  was  taken 
and  prepared  as  follows.  Some  20  per  cent,  caustic  soda 
solution  and  water  were  added  to  the  dried  alkali-albumen 
till  the  whole  formed  a  gelatinous  mass  ;  then  more  water  was 
added,  and  the  whole  heated  in  order  to  dissolve  the  alkali- 
albumen.  After  straining  through  muslin  the  filtrate  was 
nearly  neutralised  with  dilute  HCl,  and  then  used  for  testing 
the  digestive  powers  of  the  fluid.  Four  test-tubes  were 
taken  : 

In  (1)  were  placed  20  c.c.  alkali-albumen  and 
„  (2) 

.,   (3) 

,,   (4) 

(1)  and  (4)  being  used  as  control  experiments. 

After  standing  together  in  the  incubator  for  forty-sis 
hours  (3)  distinctly  gave  the  best  biuret  reaction;  (1)  gave 
no  result ;  (2)  and  (4)  slight  results,  and  on  adding  a  little 
more  CuSO,^  gave  a  violet  colour;  whilst  (3)  gave  a  deeper 
I'ose-red.  This  proves  that  the  fluid  had  definite  proteolytic 
properties,  which  were  much  impaired  by  boiling  it  before 


20 

of  water ; 

20 

alkali-albumen  and 

20 

of  fluid,  and  then 
boiled ; 

20 

alkali-albumen  and 

20 

of  fluid,  unboiled; 
and 

20 

of  fluid  and 

20 

of  water,  unboiled ; 
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puttinp;-  in  the  incubator  with  the  alkali-albumen.  The  plan 
adopted  in  each  case  after  the  digestion  was  to  acidify,  in 
order  to  precipitate  the  alkali-albumen  ;  then  to  filtrate  or 
centrifugalise  and  test  the  filtrate  with  CuSO^  and  KOH. 

To  sum  up,  then,  the  properties  of  the  fluid  examined  were 
as  follows  : 

Colour,  brownish-yellow;  slight  deposit  containing,  after 
some  days,  cocci,  no  cells,  few  fat  globules,  and  very  few 
brownish  crystals, 

Sp.gr.,  1010. 

Smell,  sweetish  and  aromatic;  not  urinous. 

Reaction,  alkaline. 

Sugar,  absent. 

Bile,  absent. 

Proteose  and  peptone,  trace. 

Mucin  (?),  present;  precipitate  with  acetic  acid;  insoluble 
in  excess. 

Albumen,  by  boiling,  one  lialf,  or  about  3  per  cent,  by 
weight. 

Total  solids,  1*63  per  cent. ;  ash,  0*81  per  cent. 

Total  proteids,  0"66  per  cent. 

Urea,  cholesterin,  dextro-albumose,  absent. 

Digestive  action. — 

1.  Amylolytic,  very  strong. 

2.  Fat-splitting,  absent. 

3.  Proteolytic,  present. 

In  conclusion,  I  must  thank  Mr.  Barker  for  giving  me  the 
opportunity  of  examining  the  fluid  from  this  interesting  case, 
and  also  Dr.  Sidney  Martin  for  his  assistance  and  permission 
to  carry  out  the  investigation  in  the  Pathological  Laboratory 
of  University  College,  London. 
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XXIII. — A  case  of  Removal  of  a  large  Recurring 
Tumour  of  the  frontal  region  of  a  carcinomatoiis 
character,  and  of  the  underlying  portion  of  the 
sladl.  By  William  Henry  Battle.  Read  March 
10,  1899. 

THERE  are  comparatively  few  instances  on  record  where  it 
lias  been  thought  advisable  to  remove  tumours  affecting 
the  bones  of  the  skull,  and  when  it  has  been  done  these 
tumours  have  usually  been  of  small  size.  Both  Boutsch  and 
Eiselberg  have  published  notes  of  the  removal  of  secondary 
thyroid  growths  of  the  skull,  the  latter  one  the  size  of  a  man's 
fist,  and  in  the  case  of  the  former  (from  Kraske's  clinic)  the 
operation  was  performed  in  two  stages,  and  the  hfemorrhage 
was  severe.  These  cases  differ  essentially  from  the  following, 
in  the  fact  that  it  was  possible  to  cover  in  the  opening  in  the 
skull,  after  the  removal  of  the  growth  in  them,  by  the  flaps 
which  were  raised  in  order  to  permit  access  to  the  tumour  and 
the  area  involved.  In  the  following  case  it  was  not  possible  to 
do  so,  as  the  f ungating  growth  had  destroyed  the  soft  parts 
over  the  region  affected. 

S.  C,  a  married  woman  £et.  35,  was  sent  to  me  at  the 
Royal  Free  Hospital,  by  my  friend  Dr.  Bulger,  for  a  tumour 
of  the  forehead. 

She  was  admitted  to  the  hospital  on  January  21,  1898. 

The  history  of  the  case  was  as  follows :  Eight  years  ago 
she  first  noticed  a  tiny  whitish  lump,  about  the  size  of  a  pin's 
head,  on  the  scalp  a  little  to  the  left  of  the  middle  line  and 
an  inch  or  so  back  from  the  margin  of  the  hair.  As  it  got 
lai'ger  she  went  to  a  hospital  and  had  it  removed  when  it  was 
the  size  of  a  pea.  Three  weeks  later  something  more  was 
removed.  After  this  she  had  no  more  trouble  with  it  for 
eighteen  months,  though  there  remained  a  small  ridge  at  the 
spot.  It  then  began  to  grow  again,  was  painful  and  very 
hard;  this  was  removed  after  growing  for  eighteen  months, 
but  it  soon  began  to  reappear,  grew  more  quickly,  and  was 
accompanied  by  pain. 

Five  years  ago  she  saw  a  well-known  surgeon  in  the  Mid- 
lands, who  said  that  nothing  could  be  done  for  her.  For  twelve 
months  after  this  she  used  ointment  and  medicine  supplied  to 
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lier  by  a  herbalist,  and  tlie  growth  diiniiiished  in  size,  only  a 
small,  hard  spot  remaining;  this  inipiovement  continued  for 
nearly  two  years.  Two  years  ago,  whilst  the  patient  was 
pregnant,  the  tumour  started  again  and  increased  rapidly,  but 
was  not  painful ;  it  soon  began  to  discharge  freely,  and  the  dis- 
charge was  offensive.  Six  months  before  admission  she  had 
severe  bleeding  from  it,  which  she  required  medical  help  to 
arrest.  Up  to  this  time  her  general  health  does  not  appear  to 
have  suffered,  but  she  was  weak  and  ill  after  the  loss  of  blood, 
and  has  never  felt  well  since.  There  has  been  some  bleeding 
several  times,  but  on  no  other  occasion  has  it  been  so  severe. 

There  was  nothing  of  importance  in  her  previous  history. 
She  had  been  married  twelve  years  and  has  six  children.  One 
miscarriage  at  65  months  occurred  before  the  first  child  came. 
During  the  past  two  mouths  she  has  had  amenorrhoea. 

She  was  a  pale,  thin,  anasmic  woman  and  seemed  weak,  but 
examination  showed  no  visceral  disease. 

There  was  a  large,  irregular,  nodular  mass  on  the  forehead, 
reaching  back  about  an  inch  beyond  the  margin  of  the  hair, 
and  down  to  the  eyebrows  in  front,  about  a  quarter  of  an  inch 
lower  on  the  right  side  than  on  the  left.  Measurements  :  the 
growth  at  its  most  prominent  part  projected  forwards  3^ 
inches  from  the  forehead;  its  greatest  diameter  from  above 
downwards  was  3  inches,  and  from  side  to  side  4^  inches.  It 
consisted  of  one  large  nodule  in  front,  about  the  size  of  a 
large  orange,  reaching  down  to  the  root  of  the  nose  and  to  the 
left  eyebrow.  To  the  left  of  this  was  a  smaller  mass,  about 
the  size  of  a  Tangerine  orange;  there  Avere  also  several 
swollen  nodules.  The  surface  was  moist,  covered  with  thick, 
foul-smelling  discharge;  in  places  there  were  scabs.  It  was 
very  vascular  and  bled  very  readily  when  touched  or  Avhen  the 
dressing  was  changed.  The  edges  of  the  mass  overhung  the 
skin  of  the  forehead.  The  skin  immediately  round  the 
growth  was  thickened  and  raised  up  into  small  reddish  no- 
dules; the  superficial  veins  were  much  dilated,  the  temporal 
fossae  markedly  deepened.  The  mass  was  firmly  attached  to 
the  skin  cf  the  scalp,  but  could  not  be  moved  over  the  bone. 
There  was  no  pulsation  in  it.  The  neighbouring  glands  ap- 
peared to  be  normal. 

There  was  rather  troublesome  hEeraorrhage  from  the 
growth  between  the  21st  and  27ih  of  venous  character,  which 
on  more  than  one  occasion  required  steady  pressure  to  arrest  it. 

On  the  27th,  with  the  patient  (the  anterior  part  of  whose 
head  had  been  shaved)   under  the  influence  of  A.C.E.  mix- 
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ture,  tli(>  tumour  was  removed  in  the  following  manner: — Cot- 
ton wool  having*  been  placed  over  the  eyes,  a  Martin's  bandage 
was  passed  round  the  head  below  the  occipital  protuberance 
and  over  the  root  of  the  nose;  an  incision  was  then  made  to 
the  bone  about  half  an  inch  from  the  edge  so  as  to  completely 
encircle  the  growth.  The  mass  was  then  rapidly  separated 
from  the  bone  with  the  handle  of  the  scalpel  and  a  periosteal 
elevator.  The  only  hgemorrhage  came  fi-om  places  in  the 
bone  which  had  been  invaded  by  the  growth,  and  firm  pressure 
Avith  a  sponge  readily  controlled  it.  Several  vessels  were 
then  secured,  but  after  the  removal  of  the  Martin's  bandage 
there  was  pretty  free  bleeding.  Pressure  arrested  this  until 
vessels  could  be  caught.  Several  arteries  required  direct 
ligature,  but  one  or  two  required  to  have  a  ligature  passed 
round  them  by  means  of  a  curved  needle.  On  the  whole 
there  was  no  great  loss  of  blood.  The  sponge  placed  over 
the  growth,  where  it  passed  into  the  bone,  was  left  in  position, 
and  the  dressings  were  applied  firmly  over  this.  The  opera- 
tion lasted  half  an  hour.     There  was  no  appreciable  shock. 

Next  day  the  dressings  and  sponge  were  removed,  and 
extra  pressure  was  no  longer  applied. 

No  rise  of  temperature  followed  this  operation. 

It  was  evident  that  the  bone  was  affected  to  a  considerable 
extent,  although  it  was  not  certain  that  the  growth  had  passed 
completely  through  in  more  than  one  place.  The  first  report 
of  the  pathologist  was  in  favour  of  a  round-celled  growth  of 
sarcomatous  nature,  and  nothing  short  of  excision  of  the 
affected  bone  was  likely  to  satisfactorily  remove  the  disease. 
The  question  as  to  the  best  way  in  which  this  should  be  done 
was  decided  by  the  introduction  to  my  notice  of  a  hand  motor 
which  works  a  trephine,  and  also  a  circular  saw  fitted  with  a 
special  guard.  Messrs.  Down  Brothers  showed  me  this,  and 
their  representative  was  present  at  the  operation  and  worked 
the  apparatus.  The  amount  which  required  removal  was 
placed  about  the  centre  of  the  frontal  bone  and  was  about  2h 
inches  in  width.  A  trephine  crown  was  removed  to  the  right 
of  the  area  marked  out ;  there  was  a  good  deal  of  difficulty  in 
doing  this,  as  the  bone  was  very  hard  and  thickened.  A  ras- 
patory was  then  passed  under  the  bone  to  determine  whether 
the  growth  implicated  the  dura  mater;  this  could  not  be  made 
out  with  certainty.  There  was  some  diificulty  in  starting  the 
saw,  owing  to  the  great  thickness  of  the  bone.  A  chisel  and 
Hoffman's  forceps  were  accordingly  used  to  make  a  begin- 
ning, and  the  saw  applied  afterwards.     By  the  alternate  use 
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of  these  instruments,  about  a  third  of  the  circumference  was 
divided.  The  saw  was  then  started  in  the  other  direction 
from  the  ti'ephine  hole,  and  worked  much  more  quickly,  till 
there  was  only  about  an  inch  left  uncut.  Up  to  this  time 
there  had  been  very  little  bleeding,  but  now  bleeding  was 
very  free.  A  chisel  was  used  to  cut  through  part  of  the  re- 
maining bone,  and  then  the  circle  of  bone  was  raised  from  the 
other  side,  and  the  last  piece  gave  way.  The  bleeding  was 
seen  to  come  chiefly  from  a  point  in  front  in  the  mid-line  in 
the  dura  mater,  just  under  the  edge  of  the  bone.  Bleeding 
from  this  point  was  temporarily  arrested  by  finger  pressure. 
The  under  surface  of  the  bone  presented  in  one  part  an  area 
of  softened  tissue  about  the  size  of  a  raisin.  The  appearance 
of  this  was  very  like  that  of  the  flattened  papillomata  some- 
times seen  on  the  palate ;  this  growth  did  not  in  any  way  in- 
volve the  dura  mater,  in  fact,  the  dura,  mater  was  quite  healthy. 
The  bleeding  point  in  the  dura  mater  could  not  be  secured  by 
forceps,  and  it  was  thought  best  to  place  a  sti*ip  of  gauze  over 
it  and  under  the  edge  of  the  bone  near.  The  whole  of  the 
area  from  which  bone  had  been  removed  was  then  packed 
tightly  wnth  strips  of  gauze  and  covered  with  a  dressing  of 
bicyanide  gauze.  The  operation  lasted  about  an  hour  and  a 
half. 

The  wound  ran  an  aseptic  course  ;  she  was  allowed  to  get  up 
on  February  25,  and  granulations  rapidly  sprang  up. 

On  March  2,  skin  grafts  were  taken  from  the  thigh 
and  placed  on  the  dura  mater.  Three  pieces  were  taken  and 
arranged  to  cover  all  the  surface  and  just  overlap  the  edges 
of  the  bone.  Blue  protective  was  then  spread  over  it,  and  a 
dressing  of  gauze  applied. 

These  grafts  took  well  and  she  left  the  hospital  on  March 
22,  greatly  improved  by  her  stay.  At  that  time  granu- 
lations surrounded  the  opening,  being  placed  at  the  edge  of 
the  scalp  and  skin  of  forehead;  to  the  middle  line  of  these 
was  an  irregular  band  of  white  dead  bone  of  varying  thick- 
ness, whilst  another  layer  of  pink  granulations  of  varying 
width  interposed  between  the  bone  and  the  grafted  dura 
mater. 

For  the  following  description  of  the  specimen  removed, 
which  is  now  in  the  museum  of  the  Royal  College  of  Surgeons, 
1  am  indebted  to  Mr.  Shattock: 

"  A  prominent,  coarsely  papillary  tumour  about  four  inches 
in  chief  diameter,  which  was  successfully  removed  svith  a  cir- 
cumjacent portion  of  the  scalp  and  a  considerable  piece  of 


and  portion,  of  Skull.  Vi] 

the  subjacent  frontal  bone.  The  summits  of  many  of  the 
processes  of  the  new  growth  are  superficially  ulcerated,  but 
for  the  most  part  they  are  covered  with  intact  epidermis.  As 
seen  in  the  section,  the  growth  presents  a  finely  areolar  struc- 
ture, and  in  its  deeper  part  is  quite  solid.  In  the  centre  of 
the  bone  there  is  an  oval  perforation  about  three  quarters  of 
an  inch  in  length,  which  is  filled  with  a  soft  extension  of  the 
tumour;  the  exterior  of  the  skull  round  this  is  superficially 
eroded,  the  intervening  soft  structures  having  been  destroyed 
for  a  corresponding  area.  2V  portion  of  the  growth  has  been 
removed  in  order  to  show  the  involvement  of  the  bone. 

"  Histologic  all  ij. — By  far  the  chief  proportion  of  the  micro- 
scopic section  is  composed  of  epithelium  ;  this  is  supported 
by  scanty  septa  of  connective  tissue  which  construct  irregular 
intercommunicating  spaces  of  various  sizes  and  forms,  here 
and  there  of  considerable  length,  whilst  comparatively  narrow. 
The  cell  masses  nowhere  present  any  lumen  except  where 
blood  has  found  its  way  into  them.  The  most  striking  feature 
in  regard  to  the  epithelium  is  the  entire  absence  of  keratinis- 
ation  and  nest  formation.  In  none  of  the  alveoli  does  the 
peripheral  series  of  epithelial  cells  exhibit  any  columnar  form 
or  vertical  disposition.  Certain  areas  of  the  tissue  have 
undergone  necrosis,  and  about  these  the  connective  tissue  is 
■especially  infiltrated  with  leucocytes.  The  new  growth,  which 
must  be  classed  as  a  spheroidal-celled  carcinoma,  may  be 
supposed,  from  its  histological  characters,  to  have  arisen  in 
the  glandular  structures  of  the  skin,  either  mature  or  abor- 
tive residua. '' 

I  do  not  think  that  the  operation  performed  was  unneces- 
sarily severe  considering  the  nature  of  the  growth,  for  nothing 
less  than  its  complete  removal,  with  the  underlying  affected 
bone,  was  likely  to  be  of  permanent  use.  There  had  been 
several  removals  during  the  previous  eight  years  and  the  vas- 
cular tumour  which  now  presented,  with  its  dangerous 
haemorrhages,  evidently  required  most  careful,  effective  ex- 
cision. The  appearance  of  the  tumour  and  its  recurrence 
suggested  sarcoma,  whilst  its  fixation  pointed  to  the  involve- 
ment of  bone  ;  it  was  not  considered  that  the  growth  had 
commenced  in  the  bone,  but  that  it  had  spread  to  it  secondarily, 
but  the  absence  of  pulsation  and  symptoms  of  compression 
made  it  probable  that  the  disease  had  not  penetrated  into  the 
cranial  cavity  to  any  great  extent.  It  was  considered,  how- 
ever, that  there  might  be  considerable  involvement  of  the 
diploe.     In  order  to  diminish  the  shock  of  the  operation,  this 
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was  performed  in  two  stages  as  described,  and  the  use  of  the 
elastic  bandage,  which  I  had  employed  for  a  similar  purpose 
several  years  before,  answered  its  aim  fully,  and  comparatively 
little  blood  was  lost  during  the  first  stage  of  the  operation. 
From  the  number  of  vessels  which  required  ligature  it  was 
evident  that  this  had  not  been  a  useless  precaution.  Of  the 
principal  methods  of  removing  large  portions  of  the  skull,  the 
one  winch  was  brought  to  my  notice  by  Messrs.  Down,  that  of 
the  circular  saw  worked  by  a  motor,  appeared  the  most  likely 
to  fulfil  its  object  in  a  satisfactory  manner.  There  was,  how- 
ever, much  difficulty  in  guiding  the  saw  along  the  line  which 
I  had  selected,  and  it  travelled  slowly  through  the  dense  bone, 
whilst  the  cable  attached  to  it  is  cumbrous  and  difficult  to 
hold.  Were  I  again  called  upon  to  perform  a  similar  opera- 
tion, or  one  requiring  the  excision  of  much  bone,  I  should  use 
the  method,  since  suggested,  of  the  wire  saw,  worked  across 
from  one  trephine  opening  to  another,  and  applied  from 
within  outAvards.  The  large  surface  left  denuded  of  skin  or 
scalp  after  removal  of  the  tumour  could  not  be  covered  in  by 
any  flap  operation,  but  the  Thiersch's  grafts  have  served  to 
pi'otect  the  dura  mater  from  the  air,  and  since  the  cicatrisa- 
tion of  the  surrounding  wound  she  has  been  fairly  comfort- 
able. She  h;is,  of  course,  a  weak  place  in  the  forehead,  but 
the  black  silk  handkerchief  which  she  wears  covers  it  over,  and 
she  prefers  the  handkei-chief  to  any  plate,  as  the  scar  is  not 
only  hidden  but  kept  warm. 

I  am  indebted  to  my  former  house  surgeon,  Mr.  Levick,  for 
his  care  of  the  patient,  also  to  the  dresser.  Miss  Turnbull.  I 
would  also  acknowledge  my  indebtedness  to  Mr.  Shattock  for 
his  careful  examination  and  report  on  the  nature  of  the 
tumour,  also  for  the  loan  of  the  specimen  for  the  evening. 
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XXIV. — A  case  of  Evasion  of  the  AnMe-joint,  illnS' 
trating  a  new  operative  procedure.  By  W. 
Akbuthnot  Lank,  M.S.     Bead  March  10,  1899. 

I  MAY  recall  to  the  meinory  of  tlie  meiubeis  of  this  Society 
an  operation  which  I  devised  for  the  complete  erasion  of 
the  ankle-joint,  an  articulation  which  x\t  that  time  was  not 
supposed  to  lend  itself  in  any  way  to  the  thorough  exposure 
of  its  interior.  It  is  published  in  the  Transactions  of  the 
Clinical  Society,  vol.  xxv,*  and  two  cases  are  described  in  it 
which  were  operated  on  in  July,  1891,  and  March,  1892. 

The  following  is  the  method  I  then  adopted : — -^^An  incision 
is  made  from  the  anterior  margin  of  the  tip  of  the  inner 
malleolus  across  the  front  of  the  ankle,  and  then  backwards 
immediately  below  the  external  malleolus,  around  the  heel  to 
within  a  measurable  distance  of  the  flexor  longus  hallucis 
tendon,  everything  being  divided  down  to  the  bone.  The 
only  structures  about  the  ankle-joint  that  are  left  uncut  are 
the  internal  lateral  ligament  and  the  tendons  of  the  long 
flexors  of  the  great  and  small  toes  and  the  tibialis  posticus, 
the  posterior  tibial  vessels  and  nerve,  and  the  superjacent 
connective  tissue  and  skin.  The  whole  of  the  interior  of  the 
nnkle-joint  can  now  be  as  readily  exposed  as  one  separates 
the  leaves  of  a  book.  The  narrow  prolongation  of  synovial 
membrane  upwards  between  the  tibia  and  fibula  is  shown 
more  completely  by  dividing  the  inferior  inter-osseous  and 
antei-ior  tibio-fibular  ligaments.  It  is  therefore  apparent  that 
this  joint  can  be  erased  more  perfectly  and  easily  than  any 
other  joint  in  the  body  if  this  procedure  is  adopted.^' 
Though  this  method  almost  always  results  in  the  permanent 
freedom  of  the  part  from  tubercle,  and,  as  a  rule,  in  the  almost 
complete  recovery  of  the  functions  of  the  foot,  yet  occasionally, 
however  carefully  and  thoroughly  the  divided  tendons  are 
sutured  together,  there  ensues  subsequently,  especially  in 
joints  infected  by  other  orgRnisms  previous  to  operation, 
imperfect  union  of  the  divided  tendons  or  elongation  of 
the  fibrous  tissue  uniting  them.     The  uncontrolled  action  of 

*  "  Two  cases  illustrative  of  an  operation  of  complete  erasion  of  the  ankle- 
joint." 


134        Mr.  Lane's  Case  of  Erasion  of  the  Ankle-joint. 

the  flexor  muscles  brings  about  some  adduction  and  extension 
of  the  foot  with  consequent  loss  of  power  and  yrace  in 
walking. 

I  made  many  efforts  to  avoid  this  physical  depreciation  or 
to  reduce  it  to  a  minimum,  and  found  that  by  exposing  the 
perouei  and  extensor  tendons  for  a  considerable  length  I  was 
al)le,  by  cutting  througli  the  peroneus  tertius  alone,  to  display 
fully  the  whole  interior  of  the  ankle-joint  in  the  youiKj  cliild. 
The  peroneus  tertius  is  divided  high  up  so  as  to  obtain 
comparatively  large  sectional  areas  of  muscle,  which  readily 
unite  and  which  being  much  more  vascular  than  tendon  alone 
are  more  likely  to  join  firmly  and  to  yield  as  little  as  possible. 
The  sutured  structures  are  also  at  a  distance  from  the  joint 
and  from  the  transverse  skin  incision,  and  are  therefore  much 
more  likely  to  escape  infection. 

In  the  older  child,  owing  to  a  greater  rigidity  of  the  parts, 
it  is  often  necessary  to  cut  through  the  peroneus  longus  and 
brevis  also.  This  is  effected  with  the  same  precautions  as  are 
taken  in  the  case  of  the  peroneus  tertius,  and  for  the  same 
reasons. 

When  the  erasion  is  complete  the  tendons  are  replaced  in 
their  sheaths,  which  are  sutured  over  them. 

Between  the  one  extreme  of  dividing  and  sutui-ing  all  the 
tendons  and  that  of  severing  the  peronei  alone  1  have  tried 
many  modifications,  and  have  arrived  at  the  conclusion  that  it 
is  possible  to  erase  the  joint  as  efficiently  by  the  one  method 
as  by  the  other  if  only  sufficient  time  and  pains  are  bestowed 
on  it. 

The  case  which  I  had  chosen  to  illustrate  this  method  was 
a  boy  aged  five  yeai's,  who  was  under  my  care  at  the  Hospital 
for  Sick  Children,  sufferino-  from  ailvanced  disease  of  the 
ankle-joint.  He  had  been  operated  on  some  time  previously 
by  Mr.  Edmund  Owen  for  a  similar  affection  of  the  knee-joint 
with  a  most  satisfactory  result. 

On  December  9,  1898,  I  operated  on  the  ankle  in  the 
manner  described,  only  dividing  the  peroneus  tertius,  and 
found  very  extensive  disease  of  the  synovial  membrane  with 
destruction  of  the  upper  part  of  the  asti-agalus.  The  cavity 
in  the  astragalus  was  cleared  out  and  filled  with  Robinson's 
decalcified  cancellous  tissue  freely  permeated  with  iodoform. 
The  cartilage  covering  the  tibial  facet  was  also  removed. 

On  January  7,  1899,  the  child  was  discharged  from  the 
hospital  with  the  foot  in  perfect  position  and  the  wound  firmly 
healed. 
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Unfortunately  he  was  readmitted  into  the  hospital  in 
February  suffering  from  tubercular  meningitis,  from  which  he 
died  on  the  15th,  after  he  had  been  in  three  days. 

The  'post -mortem  examination  indicated  that  the  ankle-joint 
was  free  from  disease,  and  that  the  method  adopted  had  been 
most  effectual  in  bringing  about  the  desired  result. 
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XXV. — A  case  of  Aneuri/sm  of  the  Abdominal  Aorta 
successfully  treated  hy  the  introduction  of  Silver 
Wire  into  the  sac.  By  John  Langton.  Read 
March  24,  1899. 

SARAH  F.,  fet.  85,  married,  was  admitted  into  St.  Bartho- 
lomew's Hospital  under  ray  care  on  March  29,  1897. 

In  October,  1896,  the  patient  was  delivered  of  a  stillborn 
male  child  after  a  difficult  and  tedious  labour.  About 
twenty  hours  afterwards  she  was  suddenly  seized  with  severe 
abdominal  pain  in  the  epigastric  region,  and  the  next  day 
she  noticed  a  small  throbbing  lump  a  little  below  the  ensi- 
form  cartilage.  The  swelling  gradually  increased,  at  first 
slowly  but  more  ra.pidly  during  the  last  two  months.  At 
times  she  thought  the  swelling  lessened,  but  she  is  quite  sure 
that  it  is  now  much  larger  than  it  was  three  months  ago.  In 
the  supine  position  the  patient  suffers  much  discomfort,  but 
always  obtains  relief  when  she  lies  on  either  side.  She  states 
that  she  has  lost  over  two  stones  in  weight  during  the  last 
twelve  months. 

Fifteen  years  ago  she  suffered  from  rheumatic  fever,  and 
in  1889  she  was  an  in-patient  in  the  Middlesex  Hospital  for 
varicose  veins  of  the  legs,  with  several  deep  ulcers  which 
resisted  treatment  for  some  weeks.  ♦ 

The  patient  has  had  twelve  full-term  labours,  four  chil- 
dren being  alive  and  healthy,  two  died  a  few  hours  after 
birth,  and  six  have  been  still-born  at  full  period.  She  says 
she  is  temperate,  but  her  general  appearance  suggests  the 
contrary.  She  looks  ill,  with  an  anxious  expression  of  pain, 
and  is  somewhat  emaciated.  Pulse  small  but  regular.  Lungs 
emphysematous ;  heart  normal.  Catamenia  regular,  bowels 
constipated,  appetite  poor. 

In  the  epigastric  region,  midway  between  the  ensiform 
cartilage  and  the  umbilicus,  is  a  tumour  which  raises  at  its 
greatest  convexity  the  superjacent  abdominal  walls.  The 
swelling  pulsates  visibly,  is  dull  on  percussion,  has  well- 
defined  limits,  with  a  loud  systolic  bruit  all  over  it  which  is 
most  distinctly  heard  at  its  lower  half.  Circular  in  outline,  it 
has  a  vertical  diameter  of  3i  inches,  and  a  transverse  dia- 
meter of  2 1  inches.  It  can  be  moved  slightly  under  the 
abdominal  walls,  and  alters   its    position  when   the  patient 


treated  hij  introductuiu  of  Silver  Wire.  137 

moves  over  to  the  right  or  the  left  side.  The  alteration  in 
position  is  only  in  the  lateral  direction,  for  the  tnmour 
never  descends  lower  than  the  umbilicus,  even  in  the  erect 
position. 

A  well-marked  blowing-  murmur  is  heard  over  the  tumour, 
most  audible  over  its  lower  half,  but  occasionally  the  bruit  is 
altogether  absent.  The  heart  sounds  are  normal,  and  there 
is  no  evidence  of  valvular  disease. 

The  diagnosis  is  that  the  swelling  is  an  aneurysm  of  the 
abdominal  aoi'ta  or  of  one  of  its  primary  branches,  the  coeliac 
axis,  or  the  superior  mesenteric  artery. 

Digital  compression  is  attended  with  much  pain,  so  that  it 
is  impossible  lo  pioduce  any  effective  pressure  on  the  aorta 
above  the  aneui-ysm. 

In  a  few  days  the  patient  became  dissatisfied  with  the 
treatment,  part  of  which  consisted  in  abstention  from  alcohol, 
and  consequently  discharged  herself  on  April  1,  three  days 
after  her  admission. 

She  was  readmitted  a  week  afterwards  looking  much 
worse  than  before,  while  the  tumour  was  larger  and  the  pul- 
sation more  marked,  and  now  gives  the  impression  of  being  as 
large  as  a  small  Jaffa  orange. 

The  pain  is  so  constant  and  wearing  that  it  necessitated 
the  administration  of  morphia  for  its  relief. 

On  the  morning  of  April  9  the  position  of  the  tumour  had 
shifted  more  to  the  right  side,  while  the  bruit  had  become 
louder  and  harsher.  I  placed  her  under  potassium  iodide  in 
10-gr.  doses  three  times  a  day,  associated  with  a  modified 
Tufnell's  diet.  Two  days  after  the  administration  of  the 
potassium  iodide  we  noticed  a  papular  rash  on  the  face  and 
upper  extremities  but  not  attended  with  any  abnormal  tem- 
perature.    Urine  1036,  no  albumen  nor  sugar. 

After  consultation  with  my  colleagues,  who  agreed  with 
me  that  the  swelling  was  an  aneurysm  most  likely  of  the 
abdominal  aorta,  we  decided  to  perform  a  laparatomy,  to 
definitely  ascertain  the  nature  and  the  position  of  the  tumour, 
and  to  deal  with  it  accordingly. 

Two  days  afterwards  I  operated,  making  an  incision  3.^ 
inches  long  in  the  mid-abdominal  line,  ending  an  inch  above 
the  umbilicus.  On  opening  the  peritoneal  cavity  a  large 
pulsating  tumour  was  discovered  about  3  inches  in  diameter. 
A  small  extent  of  the  great  omentum  was  detached  from  the 
large  curvature  of  the  stomach,  when  the  swelling  was 
ascertained  to  be   an   aneurysm   of    the   front   of    the   aorta 
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below  the  superior  mesenteric  artery.  With  a  little  care  the 
sac  was  definitely  made  out;  and  it  was  found  to  be  harder 
and  less  expansile  in  the  upper  than  in  the  lower  half.  As 
the  base  was  too  broad  to  appU'  any  temporary,  still  less  any 
permanent  ligature,  I  thought  it  best  to  introduce  some 
salmon-fishing  gut  into  the  sac.  With  this  object  I  passed  a 
small  trocar  and  cannula  into  the  sac,  and  then  withdrew  the 
trocar.  On  its  withdrawal  only  a  little  blood  escaped  from 
the  cannula,  but  the  blood-jet  was  never  more  than  2  inches 
high.  About  12  inches  of  thin  salmon-fishing  gut  was 
introduced  into  the  sac  throuyfh  the  cannula,  but  I  found  it 
very  difficult  to  push  the  extreme  end  of  the  salmon  gut  mto 
the  sac  by  means  of  a  second  length  ot  gut.  The  second 
piece  of  gut  was  consequently  withdrawn,  and  5  feet  of  fine 
silver  wire  were  introduced  very  easily  into  the  aneurysm. 
To  insure  the  complete  entrance  of  the  end  of  the  silver  wire 
into  the  sac,  I  withdrew  the  cannula  with  its  contained  wire 
and  then  pressed  firmly  on  the  sac  with  the  blades  of  a  pair 
of  scissors  before  cuttincr  throutrh  the  wire,  so  that  on  the 
pressure  being  removed  the  sac  closed  over  the  wire  end. 
The  opening  in  the  sac  through  which  the  wire  had  been 
passed  was  then  ligatured  Avith  fine  sterilised  silk.  The 
liEemorrhage  was  insignificant  and  presented  no  difficulty 
during  the  operation.  The  different  layers  of  the  abdominal 
walls  were  separately  sutured  with  fine  silk,  and  the  sutured 
wound  dressed  with  double  cyanide  gauze.  The  operation 
lasted  an  hour  and  a  quarter. 

Immediately  after  the  operation  the  patient  had  an  injec- 
tion of  ^  gr.  of  morphia  and  atropine,  and  throughout  the 
night  -jij  gr.  was  administered  every  second  hour.  Patient 
vomited  at  8.30  and  11.15  p.m.  She  was  allowed  hot  water 
by  the  mouth  throughout  the  night.  Perspiration  was  profuse, 
but  with  this  exception  the  patient  expressed  herself  as  feeling 
comfortable. 

April  13. — The  temperature  during  the  night  never  rose 
to  more  than  100°,  and  during  the  day  an  ounce  of  milk 
and  soda  water  was  allowed  to  the  patient.  She  is  still 
having  yL  gy.  of  morphia  every  two  hours.  The  bladder  was 
emptied  by  a  catheter  and  12  ounces  of  normal  urine  were 
evacuated. 

At  10  A.M.  the  patient  became  faint,  and  2  minims  of 
Liquor  Strychninte  (^^^  gr.)  were  injected  with  the  best 
results.     The  use  of  tlie  morphia  was  still  continued. 

April  14. — The  patient  passed  a  comfortable  night,  but 
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towards  the  morning  she  became  i-estless,  when  some  morphia 
wiis  injected  witli  the  desired  effect.  The  wound  was  dressed 
and  the  drainage-tube  was  removed. 

April  15. — She  passed  a  good  night,  but  towards  the 
morning  the  paticut  became  restless,  complaining  of  intense 
thirst  and  pain  in  her  back. 

April  18. — The  wound  was  dressed  this  morning  and  has 
completely  united.  The  tumour  is  now  situated  entirely  to 
the  right  of  the  middle  line;  its  inner  part  pulsates  feebly 
but  is  apparently  solid,  and  all  bruit  is  absent.  Close  to 
the  right  costal  arch  it  is  slightly  expansile,  with  a  loud 
bruit. 

April  20. — The  aneurysm  seems  to  be  rapidly  consoli- 
dating, and  only  slight  pulsation  and  a  faint  murmur  can  be 
detected  on  the  right  side  of  the  tumour.  Patient  complains 
of  feeling  sick,  but  lias  only  vomited  once. 

April  23. — She  says  she  has  not  been  so  well  for  a  long 
time.  The  area  of  pulsation  has  materially  lessened,  and  the 
size  of  the  tumour  has  palpably  decreased.  The  murmur  can 
still  be  heard,  but  no  pulsation  can  be  felt.  The  sac  was 
skiagraphed,  but  no  sign  of  the  wire  was  visible  on  the 
plate. 

May  5. — We  made  to-day  a  careful  examination  of  the 
tumour,  which  has  much  decreased.  Only  the  faintest  bruit 
can  be  heard,  and  no  thrill  is  felt.  Probably  due  to  this 
examination  she  vomited  in  the  latter  part  of  the  day,  and  at 
5.40  P.M.  she  had  a  rigor,  when  her  temperature  rose  to  104°. 
At  6  30  the  pulse  became  very  weak,  irregulai-,  and  frequent. 
The  face  was  pallid  and  pinched,  her  hands  also  being  blue 
and  cold.  The  pulsation  in  the  aneurysm  was  very  marked, 
the  systolic  bruit  is  very  loud,  and  the  thrill  can  be  dis- 
tinctly felt  over  a  considerable  area.  She  vomited  again  at 
6.30  P.M. 

The  patient  was  ordered  one  minim  of  Tiiict.  lodi  every 
fifteen  minutes,  and  a  hypodermic  injection  was  given  con- 
sisting of  a  5^  gr.  of  morphia  and  3  minims  of  Liq.  Strych- 
ninfe.     Inhalation  of  oxygen  was  ordered  and  continued  till 

10  P.M. 

May  7. — The  patient  has  materially  improved,  and  has 
not  vomited  since  the  last  note.  The  bruit  and  the  thrill  in 
the  aneurysm  have  almost  disappeared.  Her  general  condi- 
tion is  good,  although  her  pulse  is  still  weak.  The  next  day 
her  condition  had  so  much  improved  that  she  was  allowed,  at 
her  request,  to  leave  the  hospital  for  her  home. 
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Since  her  dismissal  the  patient  has  presented  herself  from 
time  to  time  at  the  hospital.  The  sac  has  diminished  to  a 
small  hard  mass,  still  to  the  right  of  the  middle  liuej  but 
with  no  pulsation  or  bruit.  When  the  mass  is  pressed  against 
the  aorta  there  is  a  fictitious  forward  pulsation,  but  is  not 
expansile. 

In  the  middle  of  1898  she  left  London  to  live  in  the 
country,  so  that  she  has  not  been  able  to  report  herself  at  the 
hospital.  In  reply  to  a  letter  from  the  sister  of  the  ward, 
the  patient  Avrites  in  October  saying  "  that  she  is  glad  to  say 
she  is  enjoying  very  good  health,  and  has  little  or  no  trouble 
from  the  lump." 

Remarhs. — Patients  with  aneurysm  of  the  abdominal  aorta 
usuall}'  come  within  the  physician's  province,  and  not  a  few 
by  appropriate  treatment  and  rest  materially  improve,  at  any 
rate  for  a  time.  For  conditions,  however,  which  demand 
more  active  treatment  some  come  under  the  surgeon's  care. 

Ligature  of  the  abdominal  aorta  for  aneurysm  is  an  almost 
unjustifiable  operation,  for  in  all  the  cases  recoi'ded  in  which 
this  vessel  has  been  tied  the  patients  have  died.  Nor  does 
instrumental  compression,  either  on  the  proximal  or  distal 
side  of  the  aneurysm,  present  more  favourable  results.  It 
has  been  shown  by  Sibson  that  out  of  177  cases  of  abdo- 
minal aneurysm  no  less  than  133  were  situated  in  the  neigh- 
bourhood of  the  coeliac  axis.*  Proximal  compression  of  the 
aorta  above  this  point  is  almost  impossible  to  effect  without 
such  damage  to  the  intervening  viscera,  which  usually  ends 
fatally.  Distal  compression  may  more  easily  be  accomplished, 
but  with  a  slender  prospect  of  success. 

The  introduction  of  wire  or  some  yielding  material  into 
the  sac  offers  the  best  prospect  for  the  patient,  whose  condi- 
tion, it  must  be  remembered,  both  physically  and  mentally, 
does  not  afford  a  hopeful  outlook  for  any  active  plan  of  treat- 
ment. 

I  deemed  that  this  method  was  the  best  for  this  patient, 
and  at  the  outset  of  the  operation  I  determined  that  the 
amount  of  wire  to  be  introduced  into  the  sac  should  depend 
on  the  ease  of  its  insertion,  and  that  directly  any  obstruction 
occurred  all  further  attempts  should  cease. 

As  hasmorrhage  from  the  opening  in  the  sac  seems  to  be 
a  source  of  danger,  I  considered  it  advisable  to  ligature  the 
aperture  in  the  sac  caused  by  the  introduction  of  the 
cannula. 

*  Medical  Anatomy. 
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The  difficulty  of  introducing  curled  wire  through  the 
cannula  has  been  alluded  to  by  Mr.  Morris,*  and,  profiting  by 
his  experience,  I  passed  straight  wire  into  the  sac  Avith  great 
ease. 

Alarming  symptoms  supervened  even  on  a  very  careful 
examination  on  May  5,  and  it  was  only  by  prompt  and  active 
treatment  that  the  case  was  not  relegated  to  the  long  list  of 
failures. 
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XXVI. — Cases  illustrating  the  Surgery  of  the  Stomach. 
By  RoTHEUFOiiD  MoKisoN.  Read  March  24, 1899. 

Pyloroplasty. 

THE  first  case  that  I  wished  to  show  this  evening  is  a  patient 
w^hose  case  was  published  in  full  in  the  Lancet  of 
February  16,  1895.  Unfortunately  she  is  snowed  up  at 
home,  and  could  not  come  as  she  had  promised  to  do. 

The  operation  of  pyloroplasty  was  performed  on  her 
October  10,  1894.  She  was  the  first  patient  on  whom  I  had 
done  this  operation.  The  day  before  the  operation  (October 
15)  the  patient  weighed  5  st.  1  lb.,  her  stomach  required  daily 
washing  out,  and  would  retain  only  the  smallest  quantity  of 
liquid  nutriment.  She  was  dependent  almost  entirely  on 
nutrient  enemata.  At  the  present  time  she  writes  to  say, 
'^  1  weigh  10  st.  12  lbs,,  can  eat  anything,  and  never  felt 
better." 

The  only  exceptional  feature  in  this  case  is  the  fact  that 
the  patient  has  more  than  doubled  her  weight  since  the 
operation,  otherwise  the  result  is  such  as  my  experience  has 
led  me  to  expect  after  operation  on  suitable  cases. 

In  the  Lancet  of  February  26,  1898, 1  published  an  abstract 
of  eleven  consecutive  cases  on  which  I  had  operated,  and 
wrote  a  paper  on  Pyloroplasty.  It  is  therefore  unnecessary 
and  would  be  tedious  to  go  over  all  of  the  matter  contained 
in  that  paper  again,  so  I  shall  merely  state  the  conclusions  at 
which  I  have  arrived,  based  upon  what  was  found  in  the  case 
that  was  to  have  been  shown  (in  every  respect  a  tj^Dical  one), 
and  on  subsequent  cases. 

Pyloroplasty  is  the  best  operation  for  cases  of  simple 
pyloric  stricture.  The  stomach  dilatation,  consequent  on  the 
stricture,  ceases  to  cause  any  trouble  after  pyloroplasty, 
therefore  no  infolding  of  the  stomach  wall  or  other  method  of 
diminishing  its  size  is  desirable. 

Gastro-enterostomy  is  attended  by  special  dangers  when 
the  stomach  is  dilated,  and  should  only  be  used  when  pyloro- 
plasty is  impossible.  The  ordinary  anterior  gastro-enteros- 
tomy should  never  be  done  when  the  stomach  is  largely 
dilated. 

The  diagnosis  of  pyloric  stricture  is  based  upon  the  history 
and  the  physical  signs. 
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The  history,  that  of  long-standing  dyspeptic  symptoms, 
frequently  those  of  gastric  ulcer  ;  of  vomiting,  the  vojnited 
matter  consisted  of  food  retained  after  it  should  have  left  the 
stomach,  or  of  yeasty  offensive  material,  or  both. 

Of  the  physical  signs  one  is  constant,  viz.  the  evidence 
of  dilatation  of  the  stomach.  One  is  frequent,  viz.  a  small, 
moveable,  tender  nodule  in  the  neighbourhood  of  the  pylorus. 
In  addition  to  confirming  the  diagnosis  the  nodule  signifies 
that  the  operation  will  be  an  easy  one. 

The  preparation  of  the  patient  is  that  for  an  ordinary  abdo- 
minal case.  Washing  out  the  stomach  is  neither  advanta- 
geous nor  free  from  risk. 

Fig.  3. 


Pyloroplasty. — First  suture. 

The  operation. — The  stomach  is  opened  an  inch  and  a 
half  above  the  pylorus,  and  a  finger  is  introduced  to  feel  the 
pyloric  orifice  from  inside.  The  stricture  is  measured,  and  a 
guide  is  passed  through  into  the  duodenum.  The  stomach 
incision  is  carried  on  through  the  pylorus  as  near  its  centre 
as  possible,  and  onwards  into  the  duodenum  for  one  inch. 
The  longitudinal  incision  is  sutured  transversely.  The  first 
suture  of  catgut,  to  which  I  draw  special  attention,  is 
continuous  and  goes  througb  all  the  coats  of  stomach  and 
duodenum.     This  suture  is  meant  only  to  secure  watertight. 
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firm  closure^  and  arrest  all  bleeding.  The  first  line  of  suture 
is  buried  by  an  interrupted  one  of  fine  silk  Lembert  sutures 
(a  continuous  overhand  suture  should  never  be  used  for  the 
purpose  of  securing  permanent  union,  because  of  its  inter- 
ference with  a  proper  blood-supply). 

The  operation,  performed  in  the  manner  indicated,  is  a  safe 
one,  for  I  have  done  it  nineteen  times  and  all  the  patients 
have  recovered  (an  additional  case  operated  on  last  Tuesday 
makes  the  number  twenty). 

The  after  treatme)it  has  nothing  special  about  it. 

The  prognosis  is  unreservedly  good.  Relapses  do  not 
occur. 

Pyloeectomy. 

Case  1. — The  first  case  I  have  to  show  is  a  woman,  J.  H., 
set.  40,  whose  case  was  fully  reported  in  the  British  Medical 
Journal,  February  19,  1898. 

For  five  months  previous  to  operation  she  had  pain  after 
food.  For  two  months  vomiting.  On  her  admission  to  the 
infirmary  she  was  confined  to  bed  from  weakness,  and  was 
much  emaciated.  A  freely  moveable  tumour,  the  size  of  a 
Tangerine  orange,  was  found  under  the  umbilicus. 


Fig.  4. 


Pylorectomy. — First  and  posterior  line  of  Lambert's  suture. 

Pylorectomy  was  done  on  October  21,  1897.  OnNovember 
13,  1897  (the  first  time  she  was  able  to  go  upstairs  to  be 
weighed),  her  weight  was  6  st.  7  lbs. 


Surgery  of  the  Stomach.  145 

Fresent  condition. — She  feels  as  well  as  ever  slie  did,  and 
can  eat  anythino-.     Her  weight  is  8  st.  Cher  normal  weight). 

Microscopically  the  growth  removed  (sections  of  which 
will  1)0  shown  later  with  the  others)  is  a  scirrhous  carcinoma. 

Case  2. — J.  W.,  aet.  48.  Two  months  before  liis  admission 
to  tlie  infirmaiy  he  felt  a  burning  and  discomfort  after  food, 
which  gradually  increased  until  he  could  take  no  solid  food. 
He  had  never  vomited.  He  had  become  pale  and  weak,  and 
had  lost  fully  a  stone  in  weight.  Beneath  the  upper  end  of 
the  left  rectus  abdominis  muscle,  immediately  below  the  costal 
margin,  a  hard  nodulated  tumour  could  be  felt  ascending  and 
descending  with  respiration.  On  turning  the  patient  on  to 
his  right  side  the  tumour  moved  over  for  2  inches. 

Pylorectomy  September  12,  1898.  A  large  malignant 
growth,  reaching  to  within  a  quarter  of  an  inch  from  the 
pylorus,  but  not  involving  it,  was  excised  along  with  the 
pylorus. 

Present  condition. — This  patient  is  at  regular  work  as  a 
riveter,  and  is  earning  336'.  a  week.  He  says  that  he  feels 
quite  well  and  can  eat  anything.  On  October  8,  1898,  he 
weighed  8  st.  3  lbs.,  and  now  he  weighs  9  st.  8|  lbs. 

Microscopically  the  growth  is  encephaloid  cancer. 

Case  3. — B.  A.,  a  woman  aet.  41,  had  symptoms  of  gastric 
ulcer  twenty-two  years  ago.  She  got  well  in  a  short  time, 
and  remained  so  till  fourteen  months  ago  when  she  had  what 
she  thought  was  a  return  of  her  old  pain.  Ten  months  ago 
vomiting  commenced,  and  latterly  she  had  been  unable  to 
retain  any  solid  food.  Her  stomach  was  much  dilated.  In 
the  neighbourhood  of  the  pylorus  a  hard,  freely  moveable 
tumour  the  size  of  a  walnut  was  found.  She  was  very  thin 
(weight  before  the  operation  6  st.  11  lbs.),  weak,  and  ana3mic. 

Pylorectomy  September  19, 1898.  The  specimen  removed 
shows  the  pyloi-ic  orifice  to  be  contracted  to  the  size  of  a 
slate  pencil  by  a  growth  which  surrounds  it.  Attached  to 
the  growth  are  three  enlarged  and  infiltrated  glands.  Micro- 
scopically the  growth  and  glands  are  adeno-carcinoma. 

Present  condition. — The  patient  says  '^  she  can  eat  more 
than  she  can  get,  as  she  is  a  widow  and  has  to  work  hard  to 
keep  her  family."  She  appears  to  be  in  excellent  health,  and 
weighs  8  St. 

Case  4. — Male,  aet.  38,   had  rheumatic  fever  seventeen 
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weeks  ago,  and  recovered  slowly.  Six  weeks  ago  lie  com- 
menced to  vomit,  and  liad  done  so  every  day  since.  He  had 
become  pale  and  anasmic,  and  had  lost  22  lbs.  in  weight. 
He  was  admitted  under  the  care  of  Dr.  George  Murray,  and 
was  transferred  to  me  for  surgical  treatment.  Duriug  the 
few  days  of  his  stay  in  hospital  previous  to  operation  it  was 
observed  that  the  tumour  was  increasing  in  size.  The  tumour, 
which  was  the  size  of  a  cocoa-nut,  moved  freely  with  respira- 
tion and  on  manipulation.     Weight  previous  to  operation  9  st. 

nibs. 

Fig.  5. 


Excision  of  half  stomacli,  first  suture. 


Pylorectomy  October  18,  1898.  On  opening  the  abdo- 
men the  tumour,  though  very  large,  was  freely  moveable, 
and  could  be  drawn  out.  A  chain  of  enlarged  glands  running 
along  the  lesser  curvature  as  far  as  the  cardiac  orifice  was 
also  discovered.  I  decided  to  remove  the  growth  and  glands 
as  freely  as  seemed  possible.  So  far  as  I  could  judge,  this 
necessitated  taking  away  the  pyloric  half  of  the  organ.  So 
much  had  been  excised  that  it  was  not  possible  to  bring  the 
ends  together  if  the  duodenum  was  split  as  in  my  ordinary 
operation.  The  method  I  adopted,  and  which  is  shown  in  the 
illustrations,  appears  to  me  to  have  considerable  advantages 
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Second  suture. 


Fig.  7. 
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over  Billrotli's  plan.  Tlie  cut  duodenum  was  attached  to  a 
portion  o£  the  posterior  wall  of  the  stomach,  and  the  gap 
left  in  the  remainder  of  the  stomach  was  sewed  up.  The 
sutured  portion  was  then  folded  into  a  triangular-shaped 
tongue,  Avhich  was  doubled  over  and  fixed  to  the  anterior 
wall  of  the  duodenum,  thus  strengtheniug  the  junction  and 
relieving  tension. 

Present  condition. — The  patient  appears  to  be  in  robust 
health,  and  can  eat  anything.     His  weight  is  11  st.  81b. 

The  large  thick  growth  involves  the  pylorus,  which  is  but 
little  contracted  by  it,  for  it  admits  my  forefinger  readily. 
Microscopically  it  is  colloid  cancer.  The  glands  show  a 
similar  structure. 

Case  5. — J.  R.,  set.  41,  had  pain  and  vomiting  after  food 
for  five  months.  He  had  not  vomited  blood.  He  had  lost 
3  St.  in  weight  since  the  commencement  of  his  illness,  and 
was  in  very  feeble  condition  when  admitted  to  my  wards. 
He  did  not  know  where  he  was  and  has  no  recollection  of  the 
events  preceding  and  succeeding  his  operation.  His  stomach 
was  much  dilated,  and  he  vomited  much  sarcinous  matter.  A 
small  tumour  could  occasionally  be  felt  in  the  neighbourhood 
of  the  pylorus.  Weight  6  st.  10  lbs.  Pylorectomy  February 
9,  1899.  The  excised  pylorus  is  seen  to  be  surrounded  by  a 
narrow  ring  of  new  growth  which  tightly  constricts  it.  Some 
enlarged  infiltrated  glands  are  attached  to  the  specimen.  In 
this  operation  no  blood-vessel  required  a  ligature.  Micro- 
scopically the  growth  was  scirrhous  cancer. 

The  patient  says  he  feels  quite  Avell,  and  during  the  six 
weeks  which  have  elapsed  since  the  operation  he  has  gained 
a  stone  in  weight,  now  weighing  7  st.  10^  lbs. 

Last  night  my  house  surgeon  and  I  carefully  examined 
each  of  these  patients,  and  neither  of  us  could  find  any 
evidence  of  disease.  Of  this  fact  the  gentlemen  present  can, 
however,  satisfy  themselves. 

On  the  question  of  appetite  I  am  also  able  to  give  a 
favourable  report,  as  I  had  the  opportunity  at  York  of  seeing 
each  of  these  people  do  justice  to  such  a  lunch  as  would  have 
satisfied  an  ordinaiy  human  being. 

[Tlie  growths  excised  and  microscopic  sections  of  them 
were  exhibited.] 

The  following  are  my  conclusions  on  pylorectomy  for 
cancer,  based  upon  these  cases  : 

Pylorectomy  for  cancer  is  a  good  operation. 
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Mobility  of  the  pyloric  tumour,  when  one  can  be  felt,  is 
the  ^uide  as  to  whether  an  operation  should  be  attempted. 

Two  types  of  gastro-intestinal  cancer  are  recognisable  clini- 
cally (thehistolo«)fical  character  of  the  growth  has  no  bearing 
on  this  statement)  : 

1.  A  flat  tumour  formation  which  blocks  any  orifice  it  in- 
volves by  its  size  and  diminishes  the  motor  activity  of  the 
part  invaded  by  its  rigidity.     It  grows  rapidly. 

2.  An  annulnr  form,  the  first  sign  of  which  is  obstruction 
produced  by  the  constriction  of  the  part  attacked.  It  grows 
slowly,  occasionally  very  slowly,  and  remains  as  a  localised 
annular  stricture  for  a  considerable  time.  The  more  nearly 
the  gTowth  approaches  to  the  second  type  the  more  satisfactory 
the  case  for  operation. 

A  simple  ulcer  surrounded  by  inflammatory  induration  (of 
which  I  have  recorded  a  case,  British  Medical  Journal,  Feb- 
ruary 19,  1898),  aud  a  tuberculous  tumour  of  the  pylorus,  of 
which  I  have  seen  one  example,  are  indistiuguishable  clini- 
cally from  cancer.  In  the  latter  case  the  true  nature  of  the 
growth  was  not  suspected  till  after  microscopic  examination. 

Gastro-enterostomy  is  serviceable  in  very  few  cancer  cases. 
It  should  not  be  regarded  as  a  substitute  for  pylorectomy, 
which  is  a  safer  operation,  but  should  be  reserved  for  cases  in 
which  the  symptoms  are  definitely  due  to  pyloric  obstruction, 
and  the  pylorus  is  irremoveable.  Even  in  the  most  favourable 
circumstances  it  gives  but  short  relief  in  cancer  cases. 

The  operation  described  by  me  in  the  British  Medical 
Journal,  February  19,  1898,  has  been  performed,  so  far  as  I 
kuow,  seven  times,  twice  by  my  colleagues  Dr.  Hume  and 
Mr.  Williamson,  five  times  by  myself.  All  the  patients  reco- 
vei'ed. 

This  operation  does  not  take  more  than  an  hour  to  com- 
plete, and  has  been  followed  by  no  greater  shock  or  consti- 
tutional disturbance  than  any  other  abdominal  opei'ation. 
The  same  absence  of  shock  and  constitutional  disturbance 
was  noted  in  the  patient,  half  of  whose  stomach  I  removed. 
The  only  special  risks  of  the  operation,  leakage  from  defective 
sutures  and  septic  infection  from  the  opened  stomach  and 
intestine,  are  avoidable. 

There  are  two  anatomical  points  which  I  wish  to  add  to 
my  already  published  description  of  the  operation  as  having  a 
bearing  upon  it.  The  drawing.  Fig.  8,  for  which  I  am  obliged 
to  Mr.  W.  G.  Richardson,  was  made  from  the  body  of  a  young 
woman  on  whom  a  post-mortem  examination  was  made  by 
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Mr.  John  Clay,  and  accurately  represents  the  anatomy  of  the 
parts.  The  duodenum  is  divided  immediately  below  the 
pylorus,  the  first  step  in  my  operation. 

The  first  point  to  -which  I  wish  to  draw  attention  is  the 
peritoneal  covering  of  the  cut  portion  of  duodenum.  The 
peritoneum,  as  can  be  seen,  covers  not  more  than  half  of  it. 
It  does  not  entirely  surround  it,  as  stated  in  the  anatomical 
text-books.  This  necessitates  very  careful  sewing  of  the 
thin  inner  surface  of  the  duodenum  (see  Fig.  4). 

The  second  point  is  the  relation  of  the  gastro-duodenal 
artery.  If  it  often  ran,  as  described  in  the  books,  imme- 
diately under  the  pylorus  or  the  first  portion  of  the  duodenum, 
division  of  it  or  of  its  main  branches  would  frequently  be 

Fig.  8. 
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unavoidable.  In  all  of  my  cases,  with  the  exception  of  that 
in  which  half  the  stomach  was  excised,  neither  the  gastro- 
duodenal  nor  the  right  gastro-epiploic  artery  were  divided, 
only  small  pyloric  branches  had  to  be  tied.  The  reason  for 
this  is  obvious,  if  the  usual  course  of  the  gastro-duodenal 
artery,  as  shown  in  the  drawing,  be  borne  in  mind. 
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XXVII. — A  case  of  Lijmjyhanr/loma  Tuherosum  Multi- 
2olex.  By  H.  Eadclil-te  Crocker.  Bead  March 
24,  1899. 

UNDER  this  name  Kaposi  first  described  a  case  which  for 
a  long  time  stood  alone  in  dermatology,  for  the  cases 
described  by  Pospelow  and  Hardaway  under  this  name  were 
clearly  not  the  same  affection.  In  1887  Darier  and  Jacqnet 
described  a  case  of  what  they  called  "Hydradenomes  eruptifs." 
This  was  followed  by  other  similar  cases  under  various  names 
by  Torok,  Philippsou,  Quiuquaud,  Jacquet,  Lesser,  Beneke, 
Jarisch,  Kromayer,  and  Brocq,  which  can  now  be  pretty 
certainly  identified  with  Kaposi's  original  case,  and  to  these 
ten  cases,  which  are  all  that  I  can  find,  I  propose  now  to  add 
an  eleventh  case.  Before  I  do  so,  however,  I  should  state 
that  there  is  another  class  of  cases  equally  rare  which  have 
been  mixed  up  with  the  first  class,  but  which  present  so  many 
clinical  and  anatomical  differences  that  they  must  be  con- 
sidered separately. 

These  are  the  cases  first  described  by  Perry,  in  the  Inter- 
national Atlas  of  Rare  Diseases,  as  adenoma  of  the  sweat 
glands,  followed  by  a  remai'kable  series  of  cases  by  Brooke, 
who  called  them  "  Epithelioma  adenoides  cysticum,''  and  two 
by  Fordyce.  To  these  must  be  added  a  case  by  Balzer  and 
Menetrier  published  in  1885  (the  mother  of  the  patient  was 
also  said  to  be  affected)  under  the  name  of  "Adenoma  of  the 
Sebaceous  Glands  of  the  Face  and  Scalp."  Jamieson  and 
Rosenthal  have  published  cases  with  the  samename,"  Adenoma 
sebaceum,"  which  must  probably  be  included,  and  there  is  one 
by  F.  C.  White,  of  Boston — twelve  in  all. 

I  have  omitted  intentionally  a  case  of  Hallopean's,  and  a 
second  one  of  Philippson's  from  the  list  of  orthodox  cases. 

I  may  add  that  the  name  at  the  head  of  this  paper  has 
been  adhered  to  solely  on  the  ground  of  prioi-ity,  and  not  as 
signifying  that  it  represents  the  true  pathology  of  the  affec- 
tion. Few  diseases  have  been  so  over-christened  from  a 
pathological  standpoint;  each  histological  investigator,  being 
convinced  of  the  error  of  the  view  of  his  predecessors,  has 
tried  to  improve  the  nomenclature,  and  the  most  complicated 
and  incontrruous  names  have  been  devised,  but  not  one  of  the 
proposed  designations  has  found  even  a  seconder. 
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I  will  first  relate  my  case,  and  then  discuss  it  in  relation 
to  previously  published  cases. 

Miss  R.,  set.  oOj  consulted  me  on  June  22,  1898,  for  some 
lesions  on  her  chest,  of  which  she  gave  the  following  account: 

She  first  observed  the  lesions  when  she  was  eighteen  years 
old,  on  account  of  wishing  to  wear  a  low  dress,  but  she  could 
not  be  certain  that  they  had  not  been  present  to  a  slight 
degree  previously.  They  were,  when  first  noticed,  not  at  all 
conspicuous,  as  they  were  simply  small  elevations  of  the  same 
colour  as  the  normal  skin.  Since  then  they  have  gradually 
increased  in  numbers,  and  the  older  ones  in  size  and  the 
colour  have  altered,  but  there  have  been  no  sensory  symptoms. 

On  June  22  their  distribution  was  as  follows  : — They  were 
mainly  situated  on  the  upper  part  of  the  chest,  especially 
thicklv  under  the  clavicles;  they  did  not  extend  on  the 
shoulders,  being  bounded  by  the  usual  limits  of  a  woman's 
dress  cut  low  in  front,  but  with  shoulder  straps,  for  laterally 
it  was  bounded  slightly  to  the  inner  side  of  the  anterior 
axillary  fold,  while  below  they  did  not  extend  to  more  than 
two  thirds  of  the  breast,  about  level  with  the  third  rib,  and 
there  were  onl}^  a  few  scattered  ones  below  this  level.  In 
addition  there  were  a  few  flat  papules  on  each  side  of  the 
neck  m  front,  which  she  thought  were  of  recent  development, 
and  there  was  a  distinct  patch  of  which  she  was  unaware  in 
each  axillae,  about  an  inch  and  a  half  in  diameter.  There 
were  none  on  the  face  nor  other  parts  of  the  body  or  limbs. 

Although  more  crowded  together  in  some  parts,  such  as 
immediately  under  the  clavicles,  there  was  very  little  ten- 
dency to  grouping  discernible,  except  that  some  of  the 
smaller  lesions  were  in  short  lines,  and  there  was  a  small 
circle  in  one  place,  but  the  general  arrangement  was  in 
oblique  lines  from  the  shoulder  to  the  middle  or  upper  part 
of  the  sternum.  Individually  the  lesions  were  papules  or 
nodules  from  a  sixteenth  to  a  third  of  an  inch  in  their  long 
diameter,  for  the  larger  ones  were  oval,  and  the  smaller 
round  ;  their  outline  was  moderately  convex,  their  general 
hue  was  yellowish  or  brownish,  with  a  faint  tinge  of  pink  in 
some,  while  others  scarcely  differed  from  the  healthy  skin. 
The  surface  was  smooth  to  the  eye  or  touch,  but  with  a  lens 
the  border  was  faintly  rugose,  there  were  some  with  a  small 
milium  upon  them,  one  tumour  had  three,  and  another  had  a 
small  comedo-like  plug  which  could  be  squeezed  out. 

When  pinched  up  they  were  felt  to  be  rather  firm  plaques 
in  the  cutis  itself,  and   were  evidently  new  growths.     They 
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were  not  at  all  tender,  nor  were  there  any  sensory  symptoms 
of  any  kind. 

It  was  only  because  tliey  prevented  her  wearing  evening 
dress  that  she  consulted  me.  She  was  born  and  bred  in  New 
Zealand,  where  some  abortive  attempts  at  their  destruction 
had  been  made,  and  she  was  in  every  other  respect  in  perfect 
and  robust  health,  and  without  any  congenital  defect. 

I  told  her  that  the  growths  could  only  be  removed  by 
surgical  means  which  would  leave  very  slight  scars,  but  this 
she  declined,  and  I  did  not  see  her  again  after  the  drawing 
had  been  made. 

The  lesions  in  this  case  correspond  in  all  particulars  with 
previously  published  cases,  except  as  regards  extent.  In  the 
Hebra-Kaposi  c;ise,  the  lesions  extended  all  over  the  front  of 
the  body.  In  some  cases  the  neck  and  even  the  lower  part 
of  the  face  were  involved,  while  in  others  again  the  lower 
part  of  the  face  has  escaped,  but  the  forehead  and  orbits 
were  affected,  or  the  orbits  alone  were  affected.  Posteriorly, 
they  may  extend  from  the  hair  line  to  the  nucha,  and  occa- 
sionally sparse  lesions  may  be  observed  on  both  segments  of 
the  upper  limbs,  and  the  upper  segment  of  the  lower  limbs. 

The  lesions  generally  commence  in  childhood  or  adoles- 
cence, but  the  Lesser-Beneke  case  did  not  begin  until  forty- 
two  years,  while  the  youngest  was  ten  years  old  (Jarisch) ; 
they  slowly  increase  in  numbers,  and  still  more  gradually  in 
size,  and  show  no  tendency  to  involution.  Including  the 
present  case  there  have  been,  so  far,  six  males  and  five 
females. 

Anatomically  in  the  centime  of  the  derma  are  cysts  of 
various  size  lined  with  flat  nucleated  epithelium,  and  from 
most  of  these  proceed  straight  or  winding  duct-like  cylinders 
of  epithelial  cells  of  about  the  same  thickness  as  a  sweat- 
gland  duct.  By  the  accumulation  of  epithelium,  and  sub- 
sequently hyahne  degeneration,  these  pseudo-ducts  may 
become  dilated  into  cysts,  some  of  which  are  isolated  in  the 
derma  without  any  process  belonging  to  them. 

When  authors  tried  to  read  into  these  anatomical  facts 
the  pathogenetic  meaning,  difficulties  began.  Kaposi 
thought  they  were  lymphangiomatous  cysts  ;  Darier  and 
Jacquet  first  thought  that  they  were  adenoid  growths  from 
the  sweat  glands,  then  that  they  were  sweat-gland  epithe- 
liomas ;  Quinquaud  and  Jacquet  that  they  were  benign  cystic 
epitheliomas;  Kromayer  and  Jarisch  that  they  were  endothe- 
liomas derived  from  the  blood-vessels ;  Torcik  suggested  that 
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they  develop  from  embi'yonic  portions  of  sweat  glands  in 
accordance  Avitli  Coliiilieim's  theory,  and  this  seems  the  most 
feasible  idea,  andhis  name,  "syringo-cystadenoma/'is  the  least 
clumsy  and  objectionable  of  the  names  proposed.  As,  how- 
ever, his  idea  is  only  probable  and  not  proved,  it  is  bettei-  to 
retain  for  the  present  the  original  designation,  and  at  least 
we  shall  then  know  on  what  peg  to  hang  these  rare  cases  as 
they  arise.  The  milinm  so  often  present  is  also,  no  doubt,  of 
embryonic  origin,  as  Eobinson  first  showed  was  often  the  case 
with  these  white  fatty  bodies. 

In  conclusion,  it  will  be  useful  to  contrast  the  most  pro- 
minent symptoms  of  the  Hebra-Kaposi  type  with  the  Perry 
type,  which  Brooke  and  Fordyce  have  done  so  much  to  eluci- 
date, and  which  have  been  mixed  up  with  the  type  just 
described. 

Resemblances. 

Both  begin  in  early  life,  both  encroach  to  some  extent  on 
the  other's  domain  of  distribution,  both  have  milium  on  and 
between  the  lesions,  both  probably  are  of  embryonic  origin, 
slowly  progressive,  and  do  not  involute.  The  cases  of  each 
type  closely  resemble  each  other. 

Differences. 

I/!/mphanffioma  tuherosum.  Acanthoma  adenoides  cysticum* 

Mainly  ou  the  trunk,  discrete  Hiid  Mainly    on    the    face,    discrete   but 

not  grouped.  Bilateral,  but  not  sym-  very  closely  grouped.  Closely'  sym- 
metrical. Distinctly  coloured,  except  metrical.  Almost  or  quite  pearlj-  white 
quite  at  the  commencement.  Scalp  throughout,  or  a  faint  bluish  or  yellow- 
unaffected,  ish  tinge.     Scalp  several  times  affected 

with  large  and  numerous  lesions. 

Males  and  females  equal.  All  females.t 

Not  hereditary.  Most  of  them  hereditary. 

Anatomically.  Solid    coil-like    masses    with    small 

Cysts   in   the   derma   with    straight     cysts   scattered  through   them   and  of 
processes  of  non-epidermic  origin.  epidermic  origin. 

It  is  obvious,  therefore,  that  their  differences  outweigh 
their  resemblances,  and  that  the  two  affections  are  better 
kept  apart. 

*  This  is  Unna's  modification  of  Brooke's  "  Epithelioma  adenoides  cysticum." 
t  Jai  isch's  case  was  a  man,  ast.  22,  but  was  clinically  so  different  that  it 
ought  not  to  be  included  unless  we  have  further  evidence  from  other  cases. 


DESCRIPTION  OF  PLATE   VIII. 

Illustrating  Dr.  Radcliffe  Crocker's  case  of  Lymphangioma 
tuberosum  multiplex. 

The  plate  shows  the  distribution  of  the  eruption  on  the  upper  part 
of  the  chest  and  neck.  The  lesions  were  oval  or  roundish  convex 
nodules. 
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XXYIII. —  Wound  of  a  large  superficial  Inguinal 
Artery  in  which  the  blood  was  flowing  from  the  trunk 
to  the  thigh.  By  W.  Gr.  Spencer.  Bead  April 
14,1899.' 

TO  meet  with  a  large  artery  in  place  of  a  small  one,  and  to 
find,  on  cuttino-  across  it,  the  blood  flowing  in  a  cou- 
trai-y  direction,  is  of  such  unusual  occurrence  that  this  case 
is  necessarily  of  interest. 

Owing  to  the  recovery  of  the  patient  I  cannot  give  more 
than  clinical  information  on  a  condition  undoubtedly  bilateral. 

A  man  set.  21  had  been  the  subject  of  various  superficial 
tubercular  lesions.  On  the  occasion  in  question  he  had  a 
tubercular  cellulitis  affecting  the  subcutaneous  connective 
tissue  in  the  middle  of  the  left  thigh  on  the  outer  side.  There 
was  also  a  sinus  in  the  left  groin  surrounded  by  indurated 
skin,  clearly  connected  with  an  insidious  disease  of  the  hip. 
I  first  laid  open  and  scraped  away  the  tubercular  abscess  in 
the  thigh.  1  then  explored  the  sinus  in  the  groin,  the 
external  orifice  being  immediately  above  the  middle  of 
Poupart's  ligament.  In  one  direction  the  sinus  extended 
backwards  towards  the  brim  of  the  pelvis  outside  the  peri- 
toneum, in  the  other  direction  it  extended  downv/ards  and 
inwards  under  the  infiltrated  skin  to  a  pocket  near  the  origin 
of  the  adductors.  In  order  to  lay  open  this  latter  pocket  I 
passed  my  finger  into  the  sinus  and  felt  behind  it  the  pulsa- 
tions of  the  common  femoral  artery.  In  front  of  my  finger 
was  infiltrated  skin  and  subcutaneous  tissue,  in  which  I 
expected  to  find  a  superficial  epigastric  artery,  such  as  one 
cuts  across  in  operating  upon  an  inguinal  hernia.  With  my 
finger  in  the  sinus  I  was  making  short  cuts  with  scissors, 
when  a  column  of  blood  suddenly  spurted  up  hard  into  the 
face  and  hair  of  myself  and  the  house  surgeon  assisting  me. 
As  my  finger  was  behind  the  artery  I  had  merely  to  close  my 
thumb  on  it  to  stop  any  further  loss  of  blood.  The  cut  artery  was 
separated  from  its  sheath  for  half  an  inch  above  and  below  the 
wound,  each  end  Avas  ligatured,  and  the  vessel  then  completely 
divided  between  the  ligatures.  The  upper  end  retracted  and 
pulsated  strongly,  being  placed  immediately  beneath  the  skin, 
1  inch  above  and  somewhat  internal  to  the  middle  of  Poupart's 
ligament.     It  resembled  in  size  and  pulsation  the  brachial 


Superfcial  Inguinal  Art  fry.  157 

arteiy  in  an  Min])utation  stump.  No  accompanying  vein  was 
seen.  The  lower  end  neitliei-  retracted  nor  pulsated.  The 
wall  of  the  tuberculous  cavity  was  cleared  of  diseased  tissue 
and  dressed  with  iodoform  and  gauze.  For  the  first  few 
days  the  pulsating  upper  end  could  be  seen,  but  it  became 
gradually  buried  in  healthy  granulations,  and  under  the 
iodoform  gauze  dressing  the  tubercular  cavities  healed.  Tli© 
limb  was  kept  wrajiped  up  but  no  change  in  the  circulation 
was  noticed.  On  the  opposite  side  a  superficial  artery  with 
the  blood  flowing  from  the  trunk  to  the  limb  could  be  felt, 
distinct  from  the  common  femoral  artery.  If  anything  the 
vessel  on  the  sound  side  felt  smaller  than  the  one  cut  across. 
The  patient  is  now,  more  than  a  year  from  the  occurrence,  in 
fair  health,  with  a  stiff  hip.  The  sinus  in  the  groin  broke 
down  once,  but  has  again  spontaneously  healed. 

I  cannot  throw  any  light  upon  this  aberrant  artery.  I  have 
described  my  observations  to  Professor  Thane,  but  there  are 
none  comparable  to  mine  known  to  him.  A  saphenous  artery 
is  given  off  in  some  animals  from  the  femoi'al  artery  in  the 
middle  of  the  thigh.  But  in  this  patient  there  is  clearly  an 
artery  given  off  somewhere  from  one  of  the  iliacs,  which 
arches  forward  to  the  abdominal  wall,  crosses  superficial  to 
Poupart's  ligament,  to  be  distributed  to  the  inner  side  of  the 
thigh,  but  which  does  not  take  part  in  the  circulation  of  the 
leg.  The  most  likely  guess  would  seem  to  be  that  the  vessel 
in  question  is  a  kind  of  superficial  obturator  artery.  To  this 
there  is  the  obvious  reply  that  the  obturator  artery  is 
essentially  a  deep  one,  and  that  its  aberrations  have  been 
closely  studied  in  connection  with  the  subject  of  femoral 
hernia.  I  have,  therefore,  given  the  ai'tery  the  provisional 
name  "  superficial  inguinal,"  in  the  absence  of  information  as 
to  its  origin.  Mr.  Lucas  has  suggested  that  this  may  have 
been  from  the  external  iliac  in  connection  with  the  deep  epi- 
gastric artery. 
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XXIX. — SiiphUitlc  Stenosis  of  the  Bronchi  By  H.  D. 
RoLLESToN,  ;M.D.,  and  Cyril  Ogle,  M.B.  Read 
April  14,  1899. 

CASE  1. — An  unmarried  woman,  vet.  25,  came  to  the  oat- 
patient  department  at  St.  George's  Hospital  on  January 
3,  1899,  complaining  of  cough,  with  very  little  expectoration, 
of  three  months'  duration.  During  this  period  she  had  lost 
weight,  but  there  had  been  no  haemoptysis. 

Stridor,  both  in  inspiration  and  expiration,  was  plainly 
audible,  but  the  voice  was  perfect  in  articulation.  On  exa- 
mination of  her  chest  the  stridor  was  heard  over  both  lungs, 
and  an  ill-defined  duluess  found  over  the  manubrium,  extend- 
ing to  the  second  and  third  right  intercostal  spaces  close  to 
the  sternum ;  and  over  this  area  tubular  breathing  was 
audible.  There  was  no  pulsation  here.  The  air  seemed  to 
enter  both  lungs  equally.  There  was  an  absence  of  any  en- 
larged veins  over  the  chest  or  in  the  neck. 

No  definite  specific  history  was  obtained,  but  there  was 
marked  scarring  around  both  knees,  and  the  woman  had  been 
an  in-patient  in  the  hospital  in  1896  for  ulceration  in  this 
position.  There  was  no  scarring  at  the  angles  of  the  mouth, 
no  evidence  of  interstitial  keratitis,  and  no  specific  change  in 
the  teeth. 

The  absence  of  any  definite  signs  of  mediastinal  growth, 
taken  into  conjunction  with  the  presence  of  scars  suggesting 
sj'philitic  ulceration  around  the  knees,  made  it  probable  that 
there  was  syphilitic  stenosis  of  the  trachea  or  of  both 
bronchi. 

She  was  accordingly  put  on  a  mixture  containing  ten 
grains  of  iodide  of  potassium  and  half  a  drachm  of  Spiritus 
Ammoniae  Aromaticus,  thrice  daily. 

She  returned  a  week  later,  on  January  10,  in  a  very  dis- 
tressed condition,  and  was  at  once  admitted  to  the  hospital. 
She  attributed  the  change  for  the  worse  to  the  medicine  she 
had  been  taking.  She  was  breathing  rapidly  (40)  with 
difficulty,  and  had  constant  fits  of  coughing  which  had  pre- 
vented her  going  to  sleep.  The  lungs  were  full  of  rhouchi 
and  moist  sounds,  stridor  was  present  on  both  sides,  but  was 
more  marked  on  the  right;  the  sputum  was  fairly  copious. 
The  skin  was  warm  and  bathed  in  perspiration,  and  her  lips 
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were  somewliat  cyanosed.  The  temperature  was  102°  F.  and 
the  pulse  120.  The  dull  patcli  in  front  was  unchanged.  The 
heart  was  normal  in  position.  The  urine  was  free  from  albu- 
men. 

As  it  was  thought  possible  that  the  iodide  of  potassium 
had  given  rise  to  excessive  secretion,  which  could  not  get 
through  the  narrowed  bronchi  and  was  embarrassing  respi- 
ration, the  following  was  given  : 

Tiiict.  HelladoiuuE,  nix, 
Tiiict.  Opii,  mviiss, 
Syrupi  Toliit.,  5j, 
AquiL',  5  ;  t.  d. 

witli  the  idea  of  relieving  spasm  and  diminishing  the  amount 
of  bronchial  secretion ;  at  the  same  time  an  inhalation  of 
conium  was  ordered. 

The  next  day,  January  11,  she  was  a  little  better;  tem- 
perature 103°;  pulse  120,  but  had  not  slept  during  night. 

On  January  12  the  temperature  fell  to  101° in  the  evening; 
the  medicine  was  given  four  times  daily. 

On  January  13  she  was  cyanosed,  but  was  not  worse  than 
on  admission ;  she  died  rather  suddenly  at  mid-day. 

The  autoj)sy  was  performed  by  Dr.  W.  S.  Lazarus-Barlow. 
There  was  no  scarring  around  the  angles  of  the  mouth,  and 
no  evidence  of  interstitial  keratitis.  The  tongue,  tonsils, 
fauces,  and  larynx  were  healthy,  the  trachea  Avas  free  from 
any  old  disease. 

Both  main  bronclii  were  narrowed  before  they  divided 
up  in  the  substance  of  the  lung;  the  right  bronchus  was  the 
more  affected  ;  the  narrowing  was  due  to  thickening  and 
contraction  of  their  walls.  There  was  no  ulceration  of  the 
mucous  membrane  of  the  bi-onchi,  but  it  was  opaque  and 
thickened. 

The  bronchial  tubes  distal  to  the  obstruction  on  the  right 
side  were  dilated  ;  at  one  point  in  the  descending  branch  to 
the  lower  lobe  there  was  a  second  localised  narrowing.  The 
bronchi  on  both  lungs  were  full  of  muco-pus,  their  walls  were 
inflamed,  and  the  lung  substance  of  both  lower  lobes  was  in 
a  state  ot  confluent  broncho-pneumonia. 

The  right  lung  was  universally  adherent  to  the  chest  wall 
by  old,  but  not  dense,  adhesions  ;  these  adhesions  were,  how- 
ever, thicker  anteriorly  in  the  situation  where  during  life 
there  had  been  dulness  and  tubular  breathing;  sections  into 
the   lung  tissvie   in   this    region    showed    some    fibrosis    and 


160  Dr.  Roileston's  and  Dr.  Ogle's  Cases  of 

empliysema,  but  no  consolidation.  The  partial  dulness  found 
during  life  was  evidently  due  in  part  to  the  fibrosis  in  the 
lung  and  pleural  adhesions,  but  still  more  to  the  tact  that  the 
great  vessels  were  unduly  exposed  by  the  lung  being  re- 
tracted from  the  pr?e- vascular  area  and,  with  rounded  edge, 
bound  to  the  costal  cartilages.  There  were  no  adhesions  on 
the  left  side,  but  there  was  recent  lymph  over  the  lower  lobe 
due  to  inflammatory  extension  from  the  confluent  broncho- 
pneumonic  areas  in  the  lung.  There  was  no  chronic  inter- 
stitial pneumonia  in  the  left  lung. 

The  bronchial  glands  were  acutely  swollen. 

The  pericardium  was  healthy  ;  the  heart,  6h  oz.,  was  in 
systole ;  the  valves  were  healthy,  and  there  was  no  dilatation 
of  the  right  ventricle.     The  aorta  was  remarkably  healthy. 

The  liver,  52  oz.,  was  adherent  to  the  diaphragm  by  old 
adhesions,  and  Avas  greatly  deformed  by  cicatrices  and  gum- 
niata;  there  were  as  many  as  fifteen  lobes  thus  produced.  It 
was  not  lardaceous.     The  spleen  and  kidneys  were  healthy. 

A  partial  autopsy  only  was  made. 

For  permission  to  bring  forward  the  two  following  cases, 
which  closely  resemble  our  own,  we  are  indebted  to  the 
kindness  of  Dr.  Whipham  and  Dr.  Cavafy. 

Case  2. — A  coachman,  S.  J — ,  aet.  29,  was  admitted  into 
St.  G-eorge's  Hospital  on  November  21,  1896,  on  account  of 
difficulty  of  breathing,  which  had  been  noticed  only  for  a 
w^eek,  but  had  gradually  increased. 

At  the  age  of  eight  years  he  had  suifered  from  acute 
rheumatism,  but  remembered  no  other  illness  excepting  what 
was  probably  pleuritis  ten  years,  and  bronchitis  about  seven 
years,  before  admission.  He  had  primary  syphilis  seven 
years  ago,  but  no  secondary  symptoms  were  noticed,  and  it 
is  not  stated  Avhether  he  was  treated  for  the  disease. 

On  examination  the  man  was  muscular  and  in  good  con- 
dition but  antemic.  There  was  no  orthopncea,  but  consider- 
able stridor  perceptible  without  the  stethoscope;  nothing 
was  found  in  the  chest  by  auscultation  or  percussion  to 
account  for  it,  but  air  was  thought  to  enter  the  left  chest 
less  fully  than  the  right.  With  the  laryngoscope  nothing 
abnormal  was  seen. 

Both  testes  were  enlarged  and  tender,  with  a  soft  place 
in  the  left;  this  condition  of  swelling  and  tenderness  had 
been  noticed  by  the  patient  for  three  weeks.  There  were  no 
other  signs  which  might  point  to  syphilis. 
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On  the  day  after  admission  he  was  put  upon  ten  grains  of 
iodide  of  potassium,  with  one  drachm  of  Liq.  Hyd.  Perclilor. 
thrice  a  day.  His  breathing-  during  the  first  week  improved, 
but  subsequently,  until  he  died  on  the  thirteenth  day  after 
admission,  there  Avas  great  dyspnoea,  with  stridor,  unrelieved 
by  inhalations. 

The  temperature  during  the  first  few  days  ranged  from 
100°  to  103'5°.  It  then  sank  to  normal ;  during  the  last  three 
days  of  life,  however,  it  ranged  between  102°  and  103°  F. 

The  post-mortem  examination  was  made  by  one  of  us 
(Dr.  Cyril  Ogle).  The  body  was  not  wasted,  but  was  anaemic. 
The  tongue,  pharynx,  and  larynx  were  natural,  and  the 
trachea  healthy  throughout.  Both  main  bronchi  were  nar- 
rowed, so  that  at  about  half  an  inch  from  its  origin  the  left 
would  admit  a  catheter  of  three  sixteenths  of  an  iuch  only, 
the  calibre  of  the  right  being  somewhat  larger,  bnt  still 
much  less  than  normal.  The  stenosis  was  due  to  thickening 
of  the  bronchial  wall;  each  main  bronchus,  during  a  length 
of  about  three  quarters  of  an  inch,  presenting  internally 
ridges  and  depressions,  with  firm,  bulbous  thickening,  smooth 
on  the  surface,  and  tightly  fixed  to  the  parts  of  the  wall 
beneath. 

There  was  no  sign  of  recent  ulceration.  The  tubes 
beyond  the  obstruction  were  dilated  and  somewhat  thickened 
in  an  uniform  fashion,  without  puckers  or  scars ;  they  were 
very  red  inside,  and  contained  much  thick,  yellow  mucus, 
which  choked  the  finer  divisions. 

In  the  right  lung  were  extensive  tracts  of  confluent 
broncho-pneumonia,  widely  spread  throughout.  There  was 
no  fibrosis  of  lung  tissue,  which  was  otherwise  healthy,  ex- 
cepting for  a  very  considerable  degree  of  emphysema  of  the 
anterior  parts  of  each  lung. 

There  were  a  few  caseous  glands  in  front  of  the  bifurca- 
tion of  the  trachea,  which  was  not,  however,  compressed  by 
them. 

The  heart  presented  a  slight  stenosis  of  the  mitral  orifice, 
with  thickening  of  aortic  and  mitral  cusps  ;  there  was  also 
slight  atheroma  of  aortic  arch. 

The  liver  and  all  other  organs  were  normal,  excepting  the 
testes,  each  of  which  contained  two  gummata  the  size  of  hazel 
nuts,  with  marked  softening  in  one  of  the  lumps.  Some 
fibroid  thickening  of  the  septa  was  also  noticed. 

No  lardaceous  reaction,  with  solution  of  iodine,  was  ob- 
tained in  the  liver,  spleen,  or  kidney. 
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Case  3. — J.  S — ,  a  stableman,  set.  29,  entered  the  hospital 
on  September  24,  and  died  on  November  24,  1897. 

For  the  previous  tlii-ee  weeks  he  had  had  a  hard,  dry, 
cough  with  increasing  shortness  of  breath  on  exertion. 

There  was  a  very  distinct  history  of  phthisis  in  his  family, 
but  the  man  had  not  apparently  suffered  from  cough  pre- 
viously, and  never  had  had  h£enioptysis. 

No  previous  illness  was  acknoAvledged  excepting  syphilis 
six  years  ago. 

He  was  emaciated,  with  a  flattened  nose  and  old  perfora- 
tion of  the  hard  palate,  and  sat  constantly  propped  up  in 
bed  on  account  of  dyspnoea.  Rhonchi  and  rales  were  noted 
all  over  both  lungs,  with  increased  vocal  resonance  and 
fremitus  over  the  back  of  the  right  lower  lobe,  from  scapular 
angle  to  the  base.  There  was  no  dulness  elsewhere.  Stridor 
was  present,  the  larynx,  on  examination,  appearing  free  as 
regards  its  cavity,  and  the  cords  moving  well;  but  it  was 
thought  that  there  was  some  swelling  of  mucous  membrane 
over  the  aryteenoids,  which  might  account  for  the  stridor,  and 
suggested  a  tuberculous  condition. 

After  the  first  few  days  he  was  put  upon  iodide  of  potas- 
sium, in  5  to  8  grain  doses,  thrice  a  day;  and  an  attempt 
was  made  to  alleviate  his  cough  by  inhalations. 

Shortly  before  death  tracheotomy  was  performed,  as  it 
was  thought  that  the  increasing  dyspnoea  with  stridor  might 
be  due  to  the  condition  of  the  larynx  above  described. 

Throughout  the  two  months  the  man  lived  in  hospital  the 
tempeiature  was  irregular,  and  intermittent;  rising  to  102° 
or  103°  almost  daily,  and  usually  falling  to  99°  in  the  morn- 
ings;  but  during  the  last  few  days  of  life  it  rose  to  99°  or 
100°  only. 

The  body  was  examined  iiost  mortem  by  Dr.  A.  Latham. 
The  larynx  and  trachea  were  normal,  excepting  that  there 
was  doubtful  thickening  of  mucous  membrane  of  the  upper 
parts  of  the  larynx. 

Both  bronchi  were  so  contracted  that  the  right  would 
admit  only  a  fine  probe,  the  left  a  No.  8  catheter,  the  contrac- 
tion being  due  to  thickening  of  the  wall,  Avithout  evidence  of 
ulcei-ation.  The  stenosis  occupied  the  first  part  of  each  main 
bronchus,  but  for  a  shorter  distance  in  the  left  than  in  the 
right.  The  tubes  beyond  were,  for  the  most  part,  dilated, 
especially  those  in  the  right  lower  lobe.  They  were  all  filled 
with  purulent  inoffensive  secretion,  and  there  was  a  large 
amount  of  confluent  broncho-pneumonia. 
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As  regards  disease  of  the  lung  of  longer  standing,  there 
were  old  adhesions  at  left  base  and  anterior  aspect  of  the 
right  lung;  opaque  thickening  of  the  pleura  where  non- 
adherent, and  in  the  lower  right  lobe  a  great  increase  of 
interstitial  fibrous  tissue. 

Some  caseous  and  calcareous  bronchial  glands  were  seen. 

The  liver  and  other  abdominal  organs  were  healthy. 

Remarks. — Syphilitic  stenosis  of  the  bi'onchi,  whether 
affecting  both  or  only  one,  is  nearly  always  associated  with  a 
similar  condition  in  the  tr;ichea.  Very  few  cases  of  syphilitic 
stenosis  of  the  bronchi  alone  have  been  recorded.  In  addition 
to  the  three  just  described  Ave  cjin  refer  to  four  others  in 
which  both  bronchi  were  stenosed  (Pye-Smith,'^  Ewart,t 
Fagge,J  Favraud§),  and  to  three  in  which  one  bronchus  only 
was  stenosed  (Wilks,  ||  Worms,^  and  Royal  College  of 
Surgeons  Museum,  No.  3500a).  There  are  two  specimens 
(465,  466)  in  the  museum  at  Netley  of  stenosis  of  one 
bronchus,  but  as  there  is  no  mention  of  syphilis  they  are  not 
included. 

Of  the  ten  cases  of  syphilitic  stenosis  of  one  or  both 
bronchi  five  were  men  and  four  women,  neither  the  age  nor 
sex  being  given  in  Fagge's  case.  The  average  age  was  36*7 
years.  Favraud's  case  was  a  woman  aged  73 ;  there  was 
only  one  other  case  above  40,  Pye  Smith's,  a  man  aged  42  ; 
our  first  case  was  the  youngest. 

The  fact  that  combined  stenosis  of  the  trachea  and  bronchi 
due  to  syphilis  is  a  well-recognised  lesion,  probably  led  us  to 
assume  that  stenosis  of  the  bronchi  was  by  no  means  exces- 
sively rare.  It  was  not  until  we  looked  into  the  literature, 
beginning  with  Hilton  Fagge's  admirable  account,  that  we 
recognised  the  extretne  rarity  of  syphilitic  stenosis  of  the 
main  bronchi. 

It  may  be  excusable  if  we  draw  attention  in  passing  to 
the  fact  that  stenosis  of  both  bronchi  without  any  tracheal 
narrowing,  and  not  cnused  by  direct  pressure  exerted  by  a 
tumour  or  aneurysm,  is  not  necessarily  due  to  syphilis,  and 
that  it  should  not  be  regarded  as  evidence  of  syphilis  in  the 
absence  of    all  other  data.     Thus  we  have  seen  stenosis  of 

*  Pye-Smith,  Trans.  Path.  Soc,  vol.  xxviii,  p.  334. 

t  Ewart,  ibid.,  vol.  xxxi,  p.  57. 

t  l'^"&ge,  Principles  and  Practice  of  Medicine,  1886,  vol.  i,  p.  831. 

§  Favraud,  Journ.  de  med.  Bordeaux,  May  31,  1891. 

II    Wilks,  Trans.  Path.  Soc,  vol.  viii,  p.  44. 

IF  Worms,  Gaz.  des  Sop.,  Paris,  1869,  xliii,  p.  413. 
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both  bronchi  due  to  cicatricial  contraction  taking  place  in 
bronchial  glands,  that  had  formerly  been  inflamed.* 

The  explanatiou  of  combined  tracheal  and  bronchial 
stenosis  is  probably  an  extension  of  the  syphilitic  process 
from  the  lower  end  of  the  trachea  to  the  bronchi.  On  the 
other  hand,  when  both  bronchi  are  alone  affected,  it  is  more 
probable  that  the  stenosis  is  part  of  a  diffuse  syphilitic  change, 
often  also  involving  the  lungs  and  of  the  nature  of  a  peri- 
bronchitic  fibrosis,  than  that  it  is  a  primary  syphilitic  lesion, 
sharply  limited  to  the  main  bronchi  and  due  to  the  previous 
ulceration  of  gummata. 

One  of  the  ways  in  which  syphilis  affects  the  lungs  is  by 
a  fibi'oid  indui-ation,  w-hich,  according  to  Dr.  Fowler,t  may 
take  the  form  of  a  '^  thickening  extending  from  the  hilum 
along  the  bronchi  and  vessels."  This  change  is  much  the 
same  as  chronic  peri-bronchitis,  and  it  is  noteworthy  that 
this  is  especially  mentioned  as  being  present  together  with 
chronic  interstitial  pneumonia  in  Dr.  Pye-Smith's  case  of 
syphilitic  stenosis  of  both  bronchi.  Syphilitic  stenosis  thus 
brought  about  is,  hoAvever,  more  likely  to  occur  in  the  smaller 
bronchi. 

Councilman, j  Avriting  on  syphilitic  affections  of  the  lungs, 
says  that,  "  along  with  a  peri-bronchial  affection  there  may 
be  an  affection  of  the  bronchi,"  and  quotes  Schintzler  as 
having  called  special  attention  to  irregular  stenosis,  and 
dilatation  of  the  bronchial  tubes,  as  the  result  of  syphilitic 
peri-bronchitis. 

In  two  of  our  own  cases  there  was  a  considerable  amount 
of  pulmonary  fibrosis. 

Syphilitic  stenosis  of  one  bronchus,  as  in  AVilks's  case,  ma}^ 
however,  with  great  probability  be  thought  to  be  secondary 
to  the  cicatrisation  of  an  ulcer.  In  support  of  this  is  Dr. 
Kelly's  §  remarkable  case  of  a  man  aged  50  years,  who,  while 
attending  the  Lock  Hospital,  died  of  haemoptysis.  The  liver 
contained  gummata  and  the  testes  were  fibroid ;  in  the  right 
bronchus  there  was  an  ulcer  regarded  as  syphilitic,  one  inch  in 
diameter,  opening  into  the  right  pulmonary  artery.  Cicatri- 
sation of  such  an  ulcer  would  lead  to  considerable  stenosis. 

A  very  similar  case  of  a  syphilitic  ulcer  in  the  left  bronchus 

*   Trans.  Path.  Soc,  vol.  xlv,  p.  23. 

t  Fowler  and  Godlee,  The  Diseases  of  the  Lungs,  p.  438. 
X  System  of   Genifo-v.rinary   Diseases,   edited   by   Dr.  P.  Morrow,  vol.  ii» 
part  1,  p.  393. 

§   Trans.  Path.  Soc,  vol.  x.xiii,  p.  45. 
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aud  causing-  fatal  liasmoptysis  simulating  phthisis  was  de- 
scribed by  Watson.* 

The  specimen  in  the  Royal  College  of  Surgeons  Museum 
(No.  3500a)  of  syphilitic  stenosis  of  the  right  bronchus, 
in  a  man  aged  29  years,  shows  existing  ulcers  at  the  bifurca- 
tion of  the  trachea,  and  little  doubt  can  exist  as  to  the  cicatri- 
cial nature  of  the  stenosis  in  this  instance. 

The  history  of  our  first  case  was  not  sufficiently  complete 
to  settle  the  question  whethei*  the  syphilitic  infection  was 
congenital  or  acquired.  There  vvere  no  undoubted  signs  of 
congenital  disease,  such  as  scars  at  the  angle  of  the  mouth, 
interstitial  keratitis,  or  Hutchinson's  teeth,  but  this  does  not 
exclude  the  view  that  this  was  a  case  of  delayed  or  '^tardive" 
congenital  disease  in  which  gummata  and  lardaceous  disease 
may  be  prominent  features.  Still  the  fair  general  develop- 
ment of  the  patient,  the  absence  of  any  absolute  evidence  of 
congenital  syphilis,  and  the  comparative  infrequency  of 
delayed  congenital  disease  makes  it  more  probable  that  it 
was  acquired.  In  our  other  two  cases  the  disease  was 
acquired. 

With  regard  to  the  question  of  diagnosis,  symmetrical 
stenosis  of  both  bronchi  is  indistinguishable  from  stenosis  of 
the  trachea.  'J'heoretically  if  the  stenosis  is  not  of  equal 
degree  o\\  the  two  sides,  as  was  the  case  in  our  patient,  the 
stridor  would  be  more  marked  on  one  side  than  on  the  other, 
and  on  these  grounds  the  tentative  diagnosis  of  stenosis  of 
the  bronchi  in  the  present  instance  Avas,  it  is  true,  justified. 
But  it  must  be  remembered  that  syphilitic  stenosis  of  the 
bronchi  is  almost  nlways  combined  with  a  similar  condition  of 
the  trachea,  and  that  in  these  cases  there  may  be  also  more 
uari'owing  of  one  bronchus  than  of  the  other;  so  that  the 
mere  fact  of  the  stridor  being  unequal  on  the  two  sides  is  not 
enough  to  exclude  tracheal  stenosis.  It  is,  however,  safe  to 
say  that  the  presence  of  stridor  not  accompanied  by  laryngeal 
lesions,  or  thought  to  result  from  the  pressure  of  an  aneurysm 
or  mediastinal  growth,  is  in  the  presence  of  evident  signs  of 
syphilis  most  probably  due  to  syphilitic  stenosis  of  the  trachea 
and  bronchi,  for  syphilitic  stenosis  of  the  trachea  itself 
without  laryngeal  disease  or  bronchial  stenosis  is  much  rarer 
than  combined  tracheal  and  bronchial  stenosis  due  to  the 
same  case.f 

*  Watson,  New  York  Journal  of  Medicine,  18-i3,  i,  57. 

t  J.   N.    Mackenzie   iu    Dr.    Prince   Morrow's   System   of    Geiiilo-uriuary 
Diseases,  vol.  ii,  part  i,  p.  351. 
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Attention  may,  perhaps,  also  be  drawn  to  the  fact  observed 
iu  our  own  three  cases,  that  a  high  degree  of  stenosis  of  the 
bronchi  may  exist  and  yet  remain  latent  for  a  time,  but  that 
grave  symptoms  may  rapidly  develop  and  lead  to  a  fatal 
termination.  It  is  strongly  impressed  on  our  minds  that  the 
train  of  events  is  retention  of  bronchial  secretion,  which  is 
probably,  in  the  first  instance,  increased  in  amount  from  an 
accidental  bronchial  catarrh,  in  the  bronchial  tubes  beyond 
the  obstruction.  From  this  cause  the  bronchi  are  frequently 
dilated. 

This  retained  secretion  undergoes  decomposition  and  sets 
up  septic  bronchitis  and  broncho-pneumonia,  a  condition  of 
destructive  lung  disease  described  long  ago  by  the  late  Dr. 
Pearson  Irvine,*  in  cases  where  an  aneurysm  compresses  the 
bronchus.  The  septic  absorption  from  the  dilated  and  inflnmed 
bronchi  is  responsible  for  the  raised  temperature  seen  in  our 
own  cases. 

And  thus,  as  regards  treatment,  iodide  of  potnssium.  the 
necessary  and  specific  drug,  is  not  without  its  drawb<icks. 
It  appeared  cleaily  that  in  Case  1,  and  perhaps  in  the  other 
two  also,  it  led  to  increased  secretion,  and  so  to  blocking  up 
of  the  bronchial  tubes,  and  thus  to  death  of  the  patient. 

In  order  to  avoid  this  lethal  result,  while  at  the  same  time 
giving  the  patient  the  only  drug  that,  as  far  as  we  know, 
can  be  give?)  with  any  rational  hope  of  producing  absorption 
of  tertiary  syphilitic  products,  it  appears  that  the  iodides 
should  be  combined  with  full  doses  of  belladonna,  Avith  the 
object  of  iuliibiting  secretion  from  the  bi'onchial  mucous 
membrane. 

Caution  should,  perhaps,  also  be  observed  in  the  adminis- 
tration of  the  iodide  in  those  cases  of  aneurysm  of  the  aorta 
which  so  press  upon  the  trachea  or  bronchus  that  death,  as  is 
well  known,  results  from  retained  secretions  and  bronclio- 
pneumonia;  for  in  several  such  instances  we  have  observed 
aggravation  of  lung  symptoms  and  a  rapid  termination  to 
follow  the  unguarded  use  of  this  drug. 

*  Dr.  Pearson  Irvine,  Trans.  Path.  Soc,  xxviii,  p.  66. 
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XXX. — T'li'o  Cases  of  Ununited  Fracture  of  the  Humerus 
caused  by  the  interposition  of  the  Muscido- spiral 
Nerve  hetioeen  the  Fragments.  By  R.  Clement 
Lucas,  B.S.,  F.R.C.S.     Bead  April  14,  1899. 

THE  following  cases  appeal-  worthy  of  record  as  showing- 
how  the  interposition  of  a  large  nerve  between  the  frag-- 
meuts  of  a  fractured  bone  may  prevent  reunion,  and  what 
danger  to  the  nerve  itself  follows  from  its  engagement  between 
the  fractured  ends.  The  musculo-spiral  nerve,  lying  in  close 
contact  with  and  encircling  the  humerus,  is  more  exposed 
than  any  other  to  be  interposed  between  the  ends  of  a  frac- 
ture. 

Gr.  C,  £et.  41,  was  admitted  into  Job  Ward,  Guy's  Hospital, 
under  J\lr.  R.  Clement  Lucas's  care  on  May  12th,  1896,  for 
an  ununited  fracture  of  the  left  humerus. 

He  was  kicked  by  a  horse  on  November  12,  1895,  the 
hoof  striking  the  arm  about  the  middle;  the  arm  was  broken 
and  the  lower  fragment  protruded  through  the  skin.  He  was 
taken  to  a  local  infirmar}^  where  the  fracture  was  set  and  the 
arm  placed  upon  an  internal  rectangular  splint.  Some 
sloughing  of  the  skin  followed  and  the  wound  was  dressed 
daily. 

On  February  2,  1896,  as  union  had  not  taken  place,  the 
fragments  were  resected  and  a  wire  applied  to  the  ends  to 
keep  them  fixed.  He  remained  in  the  infirmary  until  April 
11,  1896,  and  was  then  discharged,  the  bones  still  failing  to 
unite,  wiiilst  musculo-spii-al  paralysis  had  become  established. 

When  admitted  into  Guy's  Hospital  on  May  12,  1896,  he 
presented  a  healthy  appearance.  There  was  a  false  joint 
about  the  junction  of  the  upper  two  thirds  with  the  lower 
third  of  the  left  humerus,  and  three  scars  were  visible  :  (a)  a 
circular  one  on  the  outer  side  of  the  arm  three-fourths  of  an 
inch  in  diameter,  caused  by  the  kick  of  the  horse  which  caused 
the  fracture  ;  (h)  one  inch  to  the  inner  side  of  this  was  a 
vertical  scar  3j  inches  long,  due  to  the  operation  above 
alluded  to;  (c)  internal  again  to  this  was  a  horizontal  scar 
li  inches  in  length,  caused  by  the  protrusion  of  the  lower 
fragment  at  the  time  of  fracture.  The  patient  is  unable 
to  flex  or  extend  his  elbow,  which  remains  semi-flexed  and 
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semi-pronated.  He  is  unable  to  supinate,  but  can  pronate 
slightly.  His  fingers  are  stiff  and  semiflexed  and  cannot  be 
extended.  The  wrist  also  is  flexed  and  cannot  he  extended. 
There  is  loss  of  sensation  over  the  distribution  ot"  the  radial 
nerve.  The  fingers  can  be  separated  from  each  other  by 
voluntary  effort. 

The  splint  was  taken  off  and  massage  and  electricity 
ordered,  with  the  object  of  restoring  movement  at  the  elbow, 
wrist,  and  hand.  Some  good  effect  was  produced  by  this 
ti'eatment,  movement  was  obtained  at  the  elbow,  semi-pro- 
nation  and  semi-supination  were  obtained ;  the  fingers  could 
be  flexed  more  completely,  but  could  be  only  partially  ex- 
tended.    Musculo-spiral  paralysis  i-emained  complete. 

On  June  12,  1896,  an  operation  was  undertaken,  with  the 
object  of  obtaining  bony  union  of  the  fragments  and  of  re- 
storing the  function  of  the  paralysed  nerve.  A  long  incision 
was  made  along  the  outer  and  back  part  of  the  lower  third  of 
the  humerus,  and  the  musculo-spiral  nerve  having  been  found 
was  traced  up  to  where  it  was  engaged  between  the  frag- 
ments. The  Avire  connecting  the  fragments  was  found  to 
include  the  fibrous  continuation  of  the  nerve.  The  circle  of 
wire  was  divided  and  removed.  The  ends  of  the  bones  were 
resected  obliquely  and  rewired.  The  musculo-spiral  nerve 
being  freed  for  about  2  inches  above  and  below  was  also 
resected,  above  1  inch  of  the  fibrous  portion  being  cut  away 
and  the  ends  united  by  fine  sterilised  silk.  Sterilised  pads 
were  used  for  dressing. 

June  16. — The  wound  was  dressed  and  primary  union 
found  complete. 

June  21. — He  was  allowed  out  of  doors. 

July  9. — He  was  sent  to  a  convalescent  home,  his  arm 
fixed  in  plaster. 

On  August  31  he  was  again  admitted,  and  it  was  found 
that  the  union  was  still  incomplete,  and  on  September  3  a 
similar  operation  to  the  last  was  performed,  with  the  excep- 
tion that  a  metal  screw  was  used  to  fix  the  ends  of  the  bones 
in  addition  to  a  wire.  The  nerve  was  also  again  resected  as 
the  parts  supplied  by  it  remained  paralysed.  Gauze  drainage 
was  employed.  As  a  result  of  this  operation  bony  union  was 
obtained,  but  a  sinus  remained  until  December  when  it  closed. 
Massage  and  electricity  were  used  for  some  months,  but  the 
musculo-spiral  paralysis  remained. 

He  was,  however,  able  to  carry  with  his  hand  and  make 
fairly  good  u.se  of  the  limb. 


Mr.  Lucas's  Cases  of  Ununited  Fracture  of  the  Humerus.  169 

^  Case  2. — J.  H.  L.,  ast.  80,  was  admitted  into  Guy's  Hos- 
pital under  the  cave  of  Mr.  R.  Clement  Lucas  on  October  9, 
1896,  suffering  from  an  ununited  fracture  of  the  right  humerus 
and  musculo-spiral  paralysis. 

Five  months  before  admission,  whilst  riding  a  bicycle,  he 
was  run  into  by  a  cart,  the  spoke  of  which  struck  his  riglit 
arm  causing  fracture  of  the  humerus.  It  was  put  up  tempo- 
rarily at  the  time  of  the  accident,  and  set  by  a  sui-geon 
about  an  hour  after.     The  splints  were  kept  on  seven  weeks. 

At  the  time  of  the  accident  and  afterwards  the  patient 
suffered  severe  pain  down  the  back  of  his  forearm,  and  espe- 
cially on  the  outer  side  extending  into  the  thumb  and  fore- 
finger. At  the  end  of  seven  weeks  the  arm  was  put  up  in  a 
poro-plastic  splint,  and  the  patient  then  noticed  numbness 
over  the  parts  which  were  especially  painful  at  the  time  of 
the  accident  and  immediately  following  it,  viz.  over  the 
back  of  the  thumb  and  index  finger.  He  found  also  that  he 
was  unable  to  extend  the  wrist  or  to  pronate  and  supinate 
the  forearm.  Electricity  was  then  applied  to  the  forearm 
which  produced  some  benefit.  On  the  removal  of  the  pox'O- 
plastic  jacket,  three  weeks  after  its  application,  the  patient 
found  that  he  was  unable  to  move  his  arm  at  the  shoulder. 
From  that  time,  two  and  a  half  months,  nothing  had  been 
done  for  the  arm,  and  he  found  that  it  bent  in  the  middle. 

On  admission  into  the  hospital  it  was  found  that  the 
patient  was  unable  to  raise  the  arm  at  the  shoulder.  The 
position  of  the  fracture  was  felt  about  one  inch  above  the 
middle  of  the  humerus.  The  lower  fragment  could  be  bent 
upon  the  upper.  Pain  was  caused  by  pressure  on  the  back 
of  the  elbow.  Supination  was  limited  to  about  half  the 
normal  amount.  The  hand  dropped  at  the  wrist,  and  the 
phalanges  could  not  be  fully  extended  at  the  metacarpo- 
phalangeal joints. 

On  November  15,  1896,  an  incision  of  about  4^  inches 
was  made  between  the  triceps  and  brachialis  anticus  on  the 
antero-external  aspect  of  the  arm,  the  musculo-spiral  nerve 
was  found  and  traced  up  to  where  it  was  engaged  in  the 
fragments  from  which  it  was  separated,  but  not  resected,  as 
it  was  thought  that  if  disengaged  and  relieved  from  pressure 
it  might  recover.  The  fracture  was  found  to  be  obliquely 
directed  downwards  and  forwards  and  involved  the  musculo- 
spinal groove;  the  upper  fragment  ended  in  a  spike  2  inches 
in  length,  which  ran  down  the  outer  side  of  the  lower  frag- 
ment.    The  fractured  ends  were   resected  obliquely,  so  that 
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the  upper  overlapped  the  lower,  the  cut  surface  of  the  latter 
being  directed  upwards,  outwards,  and  forwards.  A  metal 
screw  was  used  to  bind  the  fi-agments  together.  In  this  way 
lateral  movement  was  prevented,  but  as  some  antero-posterior 
movement  remained  a  silver  wire  was  made  to  encircle  the 
fractured  ends  and  was  twisted  tight.  The  wound  was  closed 
completely  by  a  continuous  horse-hair  suture  and  dressed 
with  cyanide  gauze  and  salicylic  wool.  The  arm  was  then 
fixed  in  plaster  of  Paris  and  bound  to  the  side  by  portions  of 
bandage  encircling  the  chest. 

November  27. — Tlie  plaster  was  removed  and  the  stitches 
taken  out,  the  wound  having  healed  by  first  intention.  He 
was  put  lip  again  as  before,  and  the  whole  encased  in  plaster 
of  Paris,  and  as  he  Avished  very  much  to  go  home  he  was 
sent  out  dressed  in  this  way  on  December  6,  and  told  to  return 
in  a  month. 

As  the  result  of  this  operation  he  obtained  sound  bony 
union  of  the  humerus  and  a  useful  limb,  but  power  of  ex- 
tension at  the  wrist  had  not  followed  disengagement  of  the 
nerve  when  last  seen. 
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XXXI. — Affections  of  the  Shiih  in  Bcnal  Disease.     By 
Samuel  West,'M.D.     Bead  April  14,  1899. 

THE  cases  fall  into  two  groups  according  as  there  is  general 
(Dedema  or  not. 
Where  the  subcutaneous  tissue  is  distended  with  oedema, 
the  nutrition  of  the  skin  will  naturally  suffer,  and  from  very 
slight  local  causes  rashes  are  likely  to  be  produced.     Where 
there  is  no  oedema  the  rashes  are  probably  of  toxic  origin. 

I.  Rashes  associated  with  oedema. 

These  are  for  the  most  part  erythematous  in  nature,  tran- 
sitory in  duration,  produce  but  few  symptoms/  and  when 
localised  have  but  little  clinical  importance. 

Patches  of  erythema  are  often  found  on  the  inside  and 
front  of  the  thighs  and  on  various  parts  of  the  trunk, 
especially  the  lower  part  of  the  abdomen.  As  a  rule  they 
last  but  a  few  days  and  do  not  itch  or  burn  or  produce  any 
discomfort. 

Sometimes  the  rash  is  of  a  papular,  lichenous  character, 
and  is  then  generally  met  with  on  the  backs  of  the  thighs 
and  arms. 

Eczematous  eruptions  are  not  at  all  uncommon  if  there 
be  much  oedema,  where  the  parts  lie  m  contact  with  each 
other. 

If  the  skin  is  leaking,  as  after  puncture  or  when  blebs 
have  formed  and  burst,  various  forms  of  rash  occur  ;  they  are 
often  eczematous  and  produced  by  the  irritation  of  the  dis- 
charge, or  erythematous  and  spread  in  a  way  which  closely 
resembles  erysipelas  or  other  infective  eruptions,  and  are  no 
doubt  of  septic  origin. 

As  in  diabetes  so  in  dropsy,  the  tissues  lose  their  resist- 
ance to  pathogenic  organisms,  so  that  if  infection  occurs  it 
will  produce  very  grave  effects.  This  used  to  be  so  far 
recognised  that  puncture  or  drainage  of  oedematous  limbs 
was  regarded  as  a  very  dangerous  proceeding  from  the  lia- 
bility to  phlegmonous  inflammation  or  even  gangrene.  Under 
the  use  of  strict  antiseptic  precautions  the  danger  has  ahnost 
entirely  disappeared. 

These   rashes,   as  stated,   are   usually   limited    in    extent. 
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transitory  in  duration,  produce  few,  if  any,  symptoms,  and 
except  where  they  are  caused  by  local  infection,  are  of  but 
little  clinical  importance. 

Where  the  rashes  are  more  widely  spread  or  become  uni- 
versal the  prognosis  is  graver,  and  the  more  unfavorable 
the  more  general  the  eruption  is. 

II.  Bashes  xcithout  oedema. 

The  second  group  of  rashes  occurring  in  patients  without 
dropsy,  is  met  with  almost  exclusively  in  the  course  of 
granular  kiduey.  The  rashes  are  generally  wide-spread  and 
often  universal,  of  great  obstinacy,  and  of  grave  significance. 

Localised  eruptions,  similar  to  those  already  described  in 
the  oedematous,  occur  also  in  granular  kidney,  but  these  are 
not  of  much  importance  except  so  far  as  they  may  be  the 
commencement  of  the  general  eruption. 

The  general  rashes  vary  in  character.  They  may  be 
described  as — 

(1)  Erythema, 

(2)  Pityriasis  rubra. 

(3)  Dermatitis  exfoliativa. 

(4)  General  eczema. 

(5)  A  discrete,  papular  eruption,  sometimes  lichenous, 
sometimes  resembling  chronic  urticaria. 

In  the  few  cases  in  which  I  have  seen  the  initial  stage, 
the  rash  has  commenced  as  a  localised  patchy  erythema  on 
the  lower  part  of  the  abdomen,  on  the  inner  and  front  parts 
of  the  thighs,  or  on  the  extensor  surface  of  the  arm  and  leg, 
and  on  the  hands  and  feet. 

In  Le  Cronier  Lancaster's  cases  the  development  of  the 
rash  seems  to  have  been  remarkably  uniform.  It  began  as 
an  erythema  on  the  extensor  surface  of  the  hands,  arms,  and 
legs,  rapidly  spread  over  the  whole  body,  and  assumed  a  papular 
form.  It  was  usually  followed  by  extreme  desquamation,  and, 
especially  when  it  had  become  eczematous,  presented  the 
characters  of  deruiatitis  exfoliativa.  In  some  instances  pus- 
tules or  large  bulltB  with  sei'O-purulent  contents  developed 
and  were  followed  by  abscesses.  This  was  the  result  no  doubt 
of  secondary  infection. 

The  following  cases  have  come  under  my  own  observation  : 

(1)  Erythema. 

This  occurred  in  a  patient  who  was  under  treatment  for 
uncontrollable  diarrhoea. 
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Prof  use  diarrhcea ;  general  erythema ;  death;  'post-morteni ; 
granular  kidney. — Man,  vet.  42,  was  on  a  holiday  when,  with- 
out reason,  he  was  suddenly  attacked  with  vomiting  and 
diarrhoea.  This  completely  prostrated  him,  and  when  I 
saw  him  three  Aveeks  later  he  was  in  a  condition  of  extreme 
asthenia. 

The  diarrhoea  continued  and  was  extremely  frequent, 
liquid  motions  bein,<>-  passed  almost  every  hour  for  days 
together.  Treatment  had  but  little  effect,  and  after  about 
six  weeks'  illness  the  man  died  of  exhaustion,  having  been 
wandering  and  delirious  for  the  last  few  days  of  life. 

The  diagnosis  of  the  case  presented  considerable  difficul- 
ties, but  on  the  patient's  death  nothing  but  a  granular  kidney 
was  found.  In  the  fourth  week  of  illness  an  erythematous 
rash  appeared  on  the  trunk  and  spread  rapidly  over  the  whole 
body.  It  itched  abominably  and  subsequently  peeled  with 
fine  branny  scales.  It  resisted  all  treatment  and  continued 
with  little  change  till  the  patient's  death. 

(2)   Pityriasis  rubra. 

Of  this  I  have  seen  two  instances,  one  in  a  man  of  forty- 
seven,  and  the  other  in  a  woman  of  forty-two. 

The  eruption  was  universal  and  affected  the  face,  scalp, 
feet,  and  hands,  as  well  as  all  other  parts.  The  scales  were 
fine  and  branny,  and  the  skin  beneath  vivid  red.  It  produced 
no  symptoms  except  that  of  tension,  stiffness,  and  soreness 
about  the  eyes  and  angles  of  the  mouth. 

What  was  most  remarkable  in  both  patients  was  their 
extreme  debility,  so  that  they  could  hardly  stand  or  walk. 
Both  cases  came  under  treatment  for  the  skin  eruption. 

The  rash  disappeared  in  time,  but  the  cachexia  progressed 
until  it  ended  in  death,  after  a  few  weeks  in  the  one  case,  and 
after  a  few  months  in  the  other. 

Granular  kidney;  extreme  asthenia;  general  'pityriasis; 
improvement ;  disappearance  of  rash  ;  death  from  ursemia. — 
Fredk.  C,  ^t.  47,  was  admitted  into  the  hospital  in  a  con- 
dition of  most  extreme  weakness  so  that  he  could  hardly  walk, 
or,  indeed,  sit  up  in  bed.  He  was  suffering  from  a  general 
pityriasis. 

The  history  which  he  gave  was  this  :  that  he  was  perfectlj- 
well  till  six  months  ago,  and  then  began  to  vomit  after 
food  and  lost  flesh  rapidly.     Three  months  ago  the  eruption 
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appeared,  first  on  the  face  and  scalp,  and  then  over  the 
trunk  and  limbs,  and  it  peeled  greatly.  He  had  syphilis 
twenty-seven  years  ago,  but  no  symptoms  of  it  since.  He 
used  to  weigh  thirteen  stone,  but  now  weighed  hardly  nine. 

The  patient  was  a  tall,  thin  man,  extremely  feeble. 

The  condition  of  the  skin  was  that  of  general  pityriasis, 
the  scaling  being  not  very  fine  but  very  free;  the  skin  below 
was  red  and  shiny  when  the  scales  w^ere  removed  ;  beyond 
this  it  had  no  characteristics. 

Physical  examination  showed  nothing  in  particular ;  the 
apex  of  the  heart  was  in  the  nipple  line  in  the  sixth  space; 
the  urine  1010,  acid,  with  a  trace  of  albumen.  Pulse  84: 
arteries  remarkably  thick  and  slightly  tortuous ;  the  tension 
very  high.  Granular  and  blood  casts  were  occasionally  found 
in  the  urine. 

The  eyes  presented  well-marked  albuminuric  retinitis; 
there  were  numerous  Avhite  patches  round  the  yellow  spot,  a 
few  small  htemorrhages  here  and  tliere,  especially  between 
the  yellow  spot  and  the  disc,  and  the  disc  itself  was  a  little 
blurred,  but  not  markedly  swollen. 

On  admission  the  man  was  so  feeble  that  he  could  not 
raise  himself  in  bed  without  assistance,  but  after  a  few  weeks' 
rest  and  treatment  improved  so  much  that  he  could  walk 
about  without  fatigue.  The  rash  also  improved,  and  ulti- 
mately disappeared,  and  after  about  six  weeks'  stay  the 
patient  went  home,  where,  however,  his  health  again  rapidly 
deteriorated.  Two  months  later  he  developed  uraemia,  and 
died  comatose.     No  post-mortem  examination  was  made. 

Extreme  asthenia;  general  'pitijriasis ;  disappearance  of 
rash;  death  from  asthenia;  granular  Txidncy. — Clai'a  S.,  ast. 
41,  was  admitted  into  the  Royal  Free  Hospital  on  October  5, 
1897,  for  debility  and  a  general  eruption  of  the  skin. 

For  sis  or  seven  years  she  had  been  losing  health,  and 
had  suffered  from  palpitation  on  exertion  or  excitement. 
Five  years  ago  she  had  influenza,  but  it  was  especially 
durino-  the  last  six  weeks  that  she  had  been  losing  flesh  and 
strength.  Three  weeks  ago  she  observed  the  eruption;  her 
ankles  began  to  swell  at  the  same  time.  She  was  up  each 
afternoon,  but  was  quite  unable  to  work.  For  the  last  twelve 
months  she  had  been  subject  to  headache  coming  on  in 
paroxysms. 

Her  father  and  mother  lived  to  a  fair  age.     Of  her  seven 
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brothers  and  sisters,  oue  sister  died  at  fifty-four  of  Bright's 
disease,  and  one  at  fifty  of  morbus  cordis;  two  brothers  died 
as  infants,  the  two  remaining  brothers  and  one  sister  were 
well. 

The  chief  symptoms  the  patient  exhibited  were  those  of 
extreme  debility  and  the  rash ;  the  rash  covered  the  whole 
body,  and  consisted  of  a  red,  scaling  eruption,  which  could 
only  be  called  pityriasis.  It  affected  all  parts  of  the  body, 
including  the  face  and  head,  and  the  eyelids  were  in  a  con- 
dition of  extreme  blepharitis.  The  heart  was  slightly 
dilated,  the  apex  being  just  in  the  nipple  line;  the  feet  were 
slightly  swollen ;  the  pulse  96 ;  artery  somewhat  hard,  but 
tension  low;  the  first  sound  at  the  apex  was  prolonged,  and 
there  was  a  blowing,  systolic  murmur  at  the  pulmonary 
base  ;  the  urine  was  pale  in  colour,  specific  gravity  1015, 
contained  a  thick  cloud  of  albumen,  a  few  pus-cells,  but  no 
casts;  a  trace  of  blood-colouring  matter  was  present,  as 
shown  by  the  guaiacum  test. 

Although  the  weather  was  warm  the  patient  complained 
greatly  of  feeling  cold,  and  never  seemed  to  get  warm  even 
when  hot  bottles  were  applied,  or  after  a  hot  bath. 

Two  days  later  the  patient  left  the  hospital,  having  per- 
suaded her  friends  to  take  her  home,  though  her  debility  was 
such  that  it  seemed  hardly  safe  to  move  her. 

She  was  not  seen  again  for  nine  or  ten  months,  but 
during  that  time  she  had  lost  her  rash,  but  had  gained 
neither  strength  nor  flesh.  In  the  month  of  October  she 
became  an  out-patient  at  St.  Bartholomew's,  and  was  shortly 
afterwards  admitted  again. 

The  prominent  feature  about  the  case  was  the  extreme 
debility  and  prostration  ;  the  patient  was  pale  and  flabby, 
yet  not  emaciated,  but  was  so  feeble  that  she  could  hardly 
stand. 

Examination  disclosed  no  definite  organic  disease,  except 
that  the  radial  artery  was  thickened,  the  pulse-tension  low, 
the  beats  regular,  90  in  the  minute;  the  urine  was  1010, 
showed  a  thick  cloud  of  albumen  and  many  crystals  of  triple 
phosphates,  but  no  casts. 

There  was  slight  dilatation  of  the  heart,  the  apex  being 
nearly  in  the  nipple  line;  there  was  slight  oedema  of  the 
ankles  and  legs ;  the  temperature  was  subnormal,  and  the 
eyes  showed  no  ophthalmoscopic  change. 

The  only  other  point  of  interest  was  that  the  patient  had 
some  oozing  of  blood  from  the  gums. 


176  Dr.  West  on  Affections  of  the 

Slie  rapidly  got  worse  after  her  admission,  and  after  two 
or  three  days  lay  constantly  in  a  heavy,  apathetic,  torpid 
condition,  from  which  she  could  be  roused  with  difficulty, 
though  she  was  not  uncouscious.  She  seemed  too  feeble  to 
move,  and  lay  in  that  curious  condition  which  resembled  the 
asthenic  form  of  uraemia.  She  had  a  foul,  somewhat  urinous 
odour  from  her  breath,  but  the  urine  was  passed  in  fair 
quantity,  about  thirty  ounces  in  the  day,  and  was  of  fair 
specific  gravity. 

The  only  diagnosis  that  could  be  made  was  that  the 
patient  had  granular  kidney  and  was  dying  of  urtemia.  She 
was  given  strychnia  and  brandy,  but  she  was  able  to  take 
but  little  food  because  of  obstinate  and  persistent  vomiting. 
Small  subcutaneous  injections  of  nitrate  of  pilocarpine  were 
given  but  without  advantage ;  and  finally,  when  everything 
seemed  to  have  failed,  inhalations  of  oxygen  were  tried  but 
without  success.  On  the  morning  of  the  20th,  the  third  day 
after  admission,  the  following  note  was  taken. 

"The  patient  had  been  very  sick  last  night,  and  com- 
plained much  of  frontal  headache.  A  twelfth  of  a  grain  of 
nitrate  of  pilocarpine  was  injected,  but  the  patient  sweated 
very  little;  she  vomited  constantl}^,  the  vomit  being  of  a 
yellowish  colour,  and  smelling  very  foul.  She  slept  very 
badly  all  the  night,  but  this  morning  was  very  drowsy  and 
dull.  In  the  afternoon  the  pulse  became  very  Aveak ; 
strychnia  was  injected  and  produced  a  temporary  improve- 
ment, but  only  for  a  short  time.  The  patient  died  some- 
what suddenly,  after  a  few  gasping  respirations  at  long 
intervals." 

The  diagnosis  was  one  that  presented  very  great  diffi- 
culty. 

I  do  not  know  that  I  ever  saw  a  patient  so  ill  with  so 
little  obvious  cause  for  it.  She  was  dying  like  a  patient  in 
the  last  stage  of  malignant  disease,  or  as  diabetics  sometimes 
do,  apparently  from  sheer  exhaustion. 

Gi'auular  kidney  seemed  to  be  the  only  disease  she  had, 
and  it  appeared  to  be  sufficient  to  explain  her  condition  ;  but 
the  thickening  of  her  arteries  and  the  slight  dilatation  of  the 
heart  and  the  albumen  in  the  urine  were  all  the  signs  of 
it  she  gave. 

On  post-mortem  examination  this  diagnosis  was  con- 
fii'med.  Beyond  the  ansemia  no  disease  was  found  in  the 
body,  except  in  the  kidneys. 

Post-mortem  examination. — Tiie   body  was  very  pale,  but 


8Icin  in  Renal  Disease.  177 

not  very  thiu.  Some  small  petechial  spots  were  seen  on  the 
legs  ;  no  oedema. 

Tlie  heart  was  pale  and  weighed  12  oz. ;  left  ventricle 
hypertropliied,  but  not  dilated;  slight  degree  of  atheroma 
of  some  of  the  large  vessels. 

Liver  49  oz.,  soft  and  pale. 

Spleen    2    oz.,    capsule    slightly    thickened    and    pitted. 

Kidneys  extremely  small,  weighing  only  4  oz.  together  ; 
the  capsules  thickened  and  adherent ;  several  small  cysts  the 
size  of  small  marbles  on  the  surface.  The  kidneys  had  under- 
gone the  most  extreme  contraction,  and  were  even  smaller 
than  they  looked,  for  the  cortex  was  reduced  almost  to  a  thin 
line,  and  the  pelvis  was  considerably  dilated. 

The  microscope  showed  the  most  extreme  fibrosis  ;  Mal- 
pighian  bodies  were  mostly  degenerated,  and  a  few  only 
here  and  there  were  left ;  every  stage  of  degeneration 
was  present;  round  some  the  capsules  were  very  thick, 
others  were  suiTOunded  by  a  small-celled  infiltration.  Besides 
the  larger  cysts  on  the  surface  many  others  of  smaller  size 
were  visible  on  microscopical  section. 

The  cells  that  were  left  in  the  tubes  stained  well,  so  that 
there  was  no  evidence  of  acute  renal  degeneration. 

(3)   Dermatitis  exfoliativa. 

This  may  be  perhaps  but  an  extreme  degree  of  the  pre- 
ceding form,  from  which  it  differs  chiefly  in  the  fact  that 
there  is  a  greater  desquamation,  that  the  skin  is  redder  and 
eczematous  in  parts,  and  that  in  places  blebs  form.  The 
following  is  a  case  of  the  kind. 

William  S.,  fet.  48,  a  cook,  began  to  be  troubled  about 
Christmas  time  with  itching  of  the  feet  and  scrotum,  and  two 
blisters  appeared  on  the  palm  of  his  hands.  The  irritation 
about  the  penis  and  scrotum  became  intolerable  and  kept  him 
from  sleep.  The  itching  gradually  extended  over  the  whole 
body. 

At  the  end  of  January  the  skin  of  the  trunk  began  to 
scale,  and  in  the  beginning  of  March  the  face  became  affected 
and  also  the  scalp,  from  which  the  hair  came  off.  The  eye- 
brows and  eyelashes  also  fell  out,  and  there  was  a  good  deal 
of  swelling  of  the  face. 

A  fortnight  later  a  few  blebs  formed  in  different  parts  of 
the  body,  and  when  these  burst  the  skin  peeled  off  in  large 
flakes. 
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Until  the  skin  affection  appeared  the  patient  believed 
himself  a  healthy  man^  and  did  not  look  his  age. 

The  whole  of  the  body  was  covered  with  scales,  which  did 
not  readily  rub  off,  but  where  they  had  been  removed  the 
skin  beneath  was  glossy  red  and  parchment-like  to  the  feel. 
There  Avas  a  good  deal  of  subcutaneous  infiltration,  and  the 
lower  part  of  the  legs  and  feet  pitted  on  pressure.  Parts 
were  eczematous,  viz.  the  back  of  the  ears,  the  scrotum,  penis, 
and  insides  of  the  thighs,  as  well  as  some  other  parts  of  the 
trunk.  The  face  was  greatly  swollen  and  of  a  vivid  red 
colour.  The  eyelashes  were  short  and  stubbly,  and  of  the 
eyebrows  only  a  few  scattered  bristles  remained.  The  eye- 
lids were  oedematous  and  there  was  some  conjunctivitis  and 
lachrymation.  The  scalp  was  full  of  dry  scales,  and  the  hair 
scanty,  dry,  and  lustreless.  The  desquamation,  which  was 
general,  was  most  marked  over  the  trunk  and  lower  part  of 
the  abdomen  and  on  the  thighs,  where  the  epidermis  peeled 
off  in  large  Hakes.     On  the  sole  the  skin  seemed  almost  raw. 

The  urine  had  a  specific  gravity  1010,  and  contained  a 
thick  cloud  of  albumen.  The  arteries  were  somewhat  thick- 
ened and  the  tension  high.  All  the  other  functions  seemed 
to  be  performed  satisfactorily,  and  the  temperature  was 
normal. 

The  patient  was  treated  with  simple  bathing  and  inunc- 
tion of  carbolated  oil,  and  a  few  days  later  was  given  baths 
of  sulphide  of  potassium  in  the  strength  of  about  15  grains 
to  the  ounce.  This  was  followed  by  a  good  deal  of  general 
improvement.  The  subsequent  notes  of  this  case  are  lost,  but 
the  patient  died  soon  after. 

Another  case  of  this  kind  I  was  asked  to  see  in  a  surgical 
ward,  the  patient  having  been  admitted  for  a  simple  tumour 
in  the  breast.  The  rash  developed  in  the  hospital  and  rapidly 
became  universal.  The  peeling  was  extreme  and  occurred  in 
large  flakes,  the  surface  beneath  being  in  many  parts  eczema- 
tous. Albumen  was  found  in  the  urine,  and  it  was  evident 
that  the  patient  had  granular  kidney.  She  shortly  after  died 
of  asthenia  without  any  operation  having  been  performed. 

(4)   A  General  Papular  Eruption. 

The  first  case  occurred  in  a  man  of  about  forty  years  of 
age,  whose  skin  was  covered  with  small  papules  of  varying 
size,  somewhat  like  those  of  chronic  urticaria ;  but  the}^  were 
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persistent  though  they  itched.  They  were  spread  over  the 
trunk  and  were  present  on  the  backs  of  the  hands,  and  feet, 
and  wrists,  and  on  the  face.  The  case  occurred  during  an 
epidemic  of  smallpox,  and  as  the  patient  had  a  papular  erup- 
tion with  a  slight  elevation  of  temperature,  tlie  diagnosis 
was  a  matter  of  some  importance.  This  patient  also  died, 
and  granular  kidneys  were  found  post  mortem. 

The  second  case  occurred  in  a  woman  fifty-two  years  of 
age,  who  had  had  several  children  and  considered  herself 
healthy  till  lately.  She  had  been  in  poor  circumstances  for 
about  two  years,  and  during  this  time  had  been  troubled  with 
acid  dyspepsia  and  occasional  epistaxis. 

One  month  before  admission  she  was  attacked  with 
vomiting  and  diarrhoea,  which  reduced  her  so  much  that  she 
could  do  no  work.  The  diari-hoea  then  ceased  for  a  time  and 
was  followed  by  constipation,  but  both  vomiting  and  diarrhoea 
recurred  and  were  not  absent  for  long. 

On  the  day  of  admission,  i.  e.  fourteen  days  before  death, 
a  rash  appeared  on  the  backs  of  the  hands  and  arms,  the  feet 
and  face,  causing  intense  irritation.  The  woman  was  thin, 
looked  pale  and  careworn,  but,  except  for  the  rash,  presented 
no  definite  physical  signs.  The  pulse  was  80,  weak  and 
regular;  tension  not  I'aised;  the  cardiac  dulness  normal. 

The  urine  contained  a  small  amount  of  albumen.  The 
rash  consisted  of  red  papules,  almost  like  urticaria,  hard  to 
the  touch,  mostly  discrete  but  some  confluent,  scattered 
thickly  over  the  hands  and  forearms  on  both  sides.  On  the 
sole  and  dorsum  of  the  feet  as  well  as  over  the  lower  part  of 
the  legs  the  papules  were  smaller.  Small  papules  were  also 
abundant  over  the  chest  and  abdomen,  the  face  was  covered 
with  blotchy  red  patches,  which  on  the  chin  were  also  papular. 
They  all  itched  intensely,  especially  at  night. 

Three  days  later  the  rash  had  further  developed,  and  the 
large  papules  had  spread  far  up  the  arms.  Rest  had  been 
greatly  disturbed  by  the  burning  and  itching,  especially  of  the 
feet.  The  patient  complained  of  great  thirst  and  pain  in  the 
abdomen  and  back.  The  vomiting  was  less  troublesome,  but 
the  bowels  had  been  moved  frequently,  six  liquid  motions  of 
large  size  being  passed  during  the  night. 

Three  days  later  still  the  rash  had  further  developed,  and 
the  legs  were  covered  with  discrete  papules,  many  as  large  as 
a  split  pea.  The  vomiting  and  diarrhoea  continued  with  slight 
variation  from  day  to  day,  and  the  strength  failed  rapidly. 
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A  fortuiglit  after  admission  the  patient  passed  into  a 
drowsy  semi-conscious  state,  with  occasional  twitching  of 
fingers  and  arms.  The  urine  became  very  scanty.  The 
drowsiness  deepened  into  coma,  and  in  this  state  she  died. 

The  post-mortem  showed  little  but  extremely  granular 
kidneys,  which  weighed  6  oz.  only  together.  The  heart 
weighed  9^  oz.  The  stomach  presented  an  hour-glass  con- 
traction, but  muscular  only  and  without  any  lesion.  There 
were  a  few  calcareous  nodules  in  the  apices  of  both  lungs. 
The  stomach  and  intestines  were  somew^hat  congested. 

The  third  case  of  this  kind  occurred  in  a  young  unmarried 
woman  twenty  years  of  age,  who  had  been  ailing  for  four  years, 
since  an  attack  of  scarlet  fever  followed  by  dropsy. 

For  the  last  two  months  she  had  suffered  from  vomiting 
and  diarrhoea. 

She  was  admitted  with  general  oedema.  The  urine  con- 
tnined  one  third  of  albumen,  and  had  a  specific  gravity  of 
1010.  The  optlialmoscope  revealed  well-marked  double  albu- 
minuric retinitis.  The  diarrhoea  and  vomiting  continued,  she 
became  extremely  asthenic,  and  died  unconscious. 

Twelve  days  before  her  death  a  small  red  papular  erup- 
tion appeared  on  the  backs  of  the  hands  and  forearms  and 
on  the  feet  steps.  It  rapidly  spread  over  the  whole  body, 
retaining  its  papular  character,  and  continued  the  same  till 
death,  causing  much  irritation  and  distress. 

It  is  strange,  considering  the  frequency  with  which 
haemorrhage  occurs  in  connection  with  granular  kidney,  that 
haemorrhagic  eruptions  are  so  rare.  I  do  not  remember  ever 
to  have  seen  a  case  resembling  general  purpura,  nor  as  a  rule 
have  the  skin  eruptions  a  specially  hasmorrhagic  character. 

The  onl}'  case  1  have  met  with  in  which  the  eruption  had  any 
haemorrhagic  character  occurred  in  a  man  of  forty-four,  who 
was  under  treatment  for  attacks  of  dyspnoea  of  cardiac  origin. 
All  the  signs  of  granular  kidney  were  well  marked.  He  had 
occasional  attacks  of  epileptiform  convulsions.  About  a 
fortnight  before  his  death  some  blebs  appeared  on  his  feet, 
which  contained  blood-stained  fluid.  At  the  same  time  he 
complained  of  general  irritation  all  over  the  body,  and  in  two 
or  three  days  a  general  erythema  of  the  ordinary  kind  and  not 
haemorrhagic  developed,  which  was  attended  with  great  irrita- 
tion and  followed  quickly  by  free  desquamation.  The  rash 
continued  unchang-ed  till  death.      He  was  at  the  time  in  a 
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condition  of  clironic  uriumia,  liad  several  fits,  passed  blood 
two  or  three  times  freely  from  tlie  bowel,  and  fiiiallj^  died 
lancoiiscious. 

Post-mortem. — The  kidneys  were  markedly  granular  and 
weighed  together  only  7  oz.     The  heart  weighed  20  oz. 

Hashes  of  these  kinds  in  granular  kidney  seem  almost 
invariably  to  end  fatally.  Thus,  all  Le  Cronier  Lancaster's 
cases  died,  with  the  exception  of  one,  and  that  a  boy  of  twelve, 
who  recovered  completely  of  the  rash,  and  left  the  hospital, 
but  the  subsequent  course  of  the  case  is  not  recorded. 

All  my  cases  also  died,  usually  not  long  after  the  eruption 
appeared,  but  in  two  of  the  cases  referred  to  the  rash  dis- 
appeared, and  the  patients  lived  for  some  months. 

The  rashes,  of  whatever  kind  they  are,  occur  only  late 
in  the  disease  and  when  the  symptoms  are  well-marked,  so 
that  the  diagnosis  of  granular  kidney  is  usually  obvious,  and 
this  is  perhaps  the  reason  Avhy  they  have  been  so  long  over- 
looked, or  at  any  rate  not  described. 

In  some  cases  where  the  diagnosis  of  granular  kidney  is 
not  so  obvious,  the  patieuts  come  under  treatment  for  the 
skin  affection  and  the  essential  disease  is  frequently  over- 
looked, or  if  albuminuria  is  discovered  it  is  regarded  as  the 
consequence  of  the  affection  of  the  skin  and  its  significance 
missed. 

It  is,  of  course,  true  that  acute  eruptions  of  the  skin  of  an 
erythematous  character  are  not  unfrequently  associated  with 
a  little  albumen  in  the  urine,  especially  if  the  temperature  be 
raised. 

I  saw  not  long  ago  a  little  child  of  about  five  years  of  age, 
who  was  sent  to  me  as  a  case  of  renal  disease.  I  failed  to 
find  any  casts  in  the  urine,  and  although  there  was  a  little 
blood  as  well  as  albumen  still  I  did  not  think  it  was  renal 
disease.  The  patient  having  a  somewhat  htemorrhagic 
erythema  I  associated  the  albumen  in  the  urine  with  the 
occurrence  of  the  erythema,  or  perhaps  it  would  be  more 
correct  to  say  that  both  the  albumen  and  the  erythema  wei-e 
consequent  upon  some  other  cause,  possibly  some  defect  in 
the  food. 

This  proved  to  be  correct,  for  in  three  or  four  days  the 
patient  was  perfectly  well.  I  saw  the  child  subsequently,  in 
the  course  of  the  next  few  months,  on  three  or  four  separate 
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occasions,  and  each  time  with  the  same  symptoms,  a  temporary 
and  transient  erythema  associated  with  transient  albuminuria. 

The  association  of  a  generalised  skin  eruption  with 
albuminuria  appears  to  me  of  so  much  importance  that  in 
any  case  of  the  kind  I  at  once  look  to  the  urine.  If  I  find 
albumen  is  present  I  am  led  to  give  a  much  more  cautious 
prognosis  than  I  might  otherwise  give,  the  wisdom  of  which 
I  have  more  than  once  had  proof  of. 

Evidence  of  granular  kidney  is  often  found  if  it  is  looked 
for,  and  then  I  believe  a  very  grave  prognosis  is  justified,  for 
the  patients  will  die,  either  soon  with  the  rash  still  active,  or 
even  if  it  disappears,  before  long  of  other  symptoms  connected 
with  the  disease. 
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XXXII. —  Three  additional  cases  of  Right  Colotomy 
for  Chronic  Colitis.  By  VV.  Hale  White,  M.D., 
and  C.  H.  Golding-Bird.     Bead  May  12,  1899. 

SIXCE  communicating  a  case  of  right  colotomy  for  mem- 
branous colitis  to  this  Society  in  December,  1895,  we  have 
had  occasion  to  perform  this  operation  thrice  for  the  same  or 
allied  conditions  ;  and  we  propose  laying  before  the  Society 
now,  in  a  few  words,  what  our  experience  of  this  class  of  case 
has  taught  us ;  and  what,  as  far  as  that  experience  goes,  seem 
to  be  safe  rules  for  guidance  in  surgical  treatment. 

The  line  of  practice  upon  which  we  have  gone  was  first 
clearly  indicated  by  one  of  us  in  the  Lancet  for  March  2, 
1895,  the  object  in  view  being  primarily  to  give  absolute 
rest  to  the  whole  course  of  the  inflamed  colon,  this  being 
accomplished  by  short  circuiting  the  intestinal  canal  by  a 
temporary  opening  of  the  colon  on  the  right  side.  Second- 
arily, we  had  in  view  the  facilit}'  the  operation  would  afford 
of  sluicing  out  the  colon,  or  of  employing  antiseptics 
directly  to  the  inflamed  surface  if  necessary. 

This  latter  idea  had  already  been  acted  upon  by  Mayo 
Eobson,  in  1891,  who,  in  a  case  of  chronic  colitis  and  proctitis 
with  ulceration,  performed  a  left  inguinal  colotomy  with  the 
express  view  of  being  able  "  through  the  artificial  anus  to 
regularly  wash  out  the  tilcerated  mucous  canal,  thus  helping 
to  cure  the  ulceration,  and  to  close  the  ftecal  fistula  when  the 
disease  was  cured."*  We  understand  that  about  the  same 
time  a  similar  operation  for  a  similar  object  was  performed 
by  Mr.  H.  13.  Robinson. 

Thus  both  these  gentlemen  operated  with  an  object  which 
will  be  seen  by  the  cases  we  are  about  to  give  is,  in  our 
opinion,  of  far  less  moment  than  the  attainment  of  absolute 
rest  to  the  bowel,  and  neither  of  them  opened  the  colon  on  the 
rio^ht  side. 

Of  our  three  recent  operations,  two  were  in  women  for 
membranous  colitis,  one  in  a  man  for  a  chronic  dysenteric 
condition.  The  following  are  abstracts  of  these  cases ;  the 
full  report  of  each  will  be  found  in  an  appendix  to  this 
paper. 

*    Clinical  Society's  Transactions,  vol.  xxvi,  p.  213. 
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Case  1. — Miss  F.,  tet.  30,  whom  we  saw  in  consultation 
with  l)r.  A.  E.  Taylor.  For  twenty  years  she  had  siiit'ered 
from  membranous  colitis  so  that  what  with  the  pain,  and  the 
inability  of  late  years  to  take  even  light  food  without  great 
discomfort,  she  was  in  a  reduced  and  cachetic  condition  and  a 
complete  invalid,  unable  to  take  any  exercise.  She  specially 
complained  of  what  she  termed  attacks  of  membrane  (periods 
when  the  membrane  was  passed  more  abundantly)  often 
accompanied  by  blood,  and  always  with  pain  Avhich  she 
described  as  unbearable.  During  the  last  two  3'ears  these 
attacks  had  increased  in  frequency  and  severity'. 

An  examination  only  revealed  tenderness  to  pressure  in 
the  right  ovarian,  region  and  along  the  wliole  course  of  the 
colon.  Xothing  abnormal  was  made  out  on  rectal  examina- 
tion. On  May  13th,  1890,  one  of  us  performed  the  first  stage 
of  right  lumbar  colotomy,  the  bowel  being  opened  six  days 
later.  The  morning  of  the  operation  an  enema  had  brought 
away  the  membrane,  but  at  the  time  the  boAvel  was  opened, 
fluid  thrown  in  and  allowed  to  escape  from  the  anus  revealed 
neither  membrane  nor  blood,  only  a  little  ftecal  matter.  A 
digital  examination  both  towards  the  ciecum  and  upwards 
towards  the  hepatic  flexure  failed  to  show  any  abnormal 
condition  of  the  mucous  membrane,  nor  was  any  tender  spot 
as  of  ulceration  indicated  by  ])assing  a  flexible  tube  as  far 
as  the  splenic  flexure.  Three  months  later  she  was  reported 
to  us  as  having  done  very  well  without  a  bad  symptom,  and 
as  getting  stout ;  a  little  membrane  was  said  to  have  passed 
now  and  then  with  the  motion.  Xo  systematic  washing  out 
of  the  bowel  was  done,  only  warm  water  was  thrown  in  when 
any  fteces  made  their  way  into  the  ascending  colon. 

In  May,  1897,  a  year  from  the  operation,  we  closed  the 
wound  in  the  bowel,  and  in  four  weeks  the  patient  was 
allowed  about  again. 

In  Xovember,  1898,  or  six  months  from  the  closure  of  the 
wound,  the  patient  expressed  herself  as  perfectly  well,  though 
troubled  as  formerly  with  constipation.  She  ate  ordinary 
food,  took  outdoor  exercise,  and  meditated  learning  the 
bicycle. 

Our  next  two  cases  are  incomplete,  as  we  have  not  yet 
closed  the  colotomy  wound. 

Case  2. — Laura  B.,  ret.  31,  a  barmaid,  had  suffered  all  her 
life  from  constipation,  and  since  the  birth  of  a  child  twelve 
years  ago  had  had  pelvic  troubles  necessitating  treatment  by 
pessaries. 
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In  the  iiutuinn  of  lcS9()  she  began  to  have  the  i)ains,  wliich 
she  termed  indigestion,  indicative  of  colitis,  and  she  gave  up 
taking-  any  solid  food  ;  but  it  was  not  until  her  admission 
under  Dr.  Pye-Smith  into  Guy's  Hospital  in  December,  1SIJ7, 
that  it  was  known  that  she  Avas  passing  membrane. 

I  ntil  March,  189S,  she  was  under  constant  medical  care  ; 
but  steadily  got  worse,  both  in  her  local  sutfering,  the 
passage  of  membrane,  and  in  her  geneial  state  of  health  ;  she 
became  anit^mic  and  very  weak,  and,  after  consultation  with 
Dr.  Pye-Smith,  it  was  agreed  to  give  the  colon  complete  rest, 
for  it  no  longer  seemed  safe  to  delay  as  she  was  losing  ground. 

On  March  '4,  189cS,  one  of  us  ])erformed  the  first  stage  of 
right  lumbar  colotomy,  opening  the  bowel  on  March  8.  In 
performing  the  operation,  instead  of  stitching  the  bowel  to 
the  surface  as  in  our  previous  cases,  the  skin  of  one  side  of 
the  incision  was  drawn  through  a  hole  in  the  mesentery 
(which  was  well  developed)  and  sewn  to  the  other  side,  thus 
supporting  the  bowel  without  the  use  of  a  glass  rod.  When 
the  bowel  Avas  opened,  warm  water  was  throM-n  in  and  allowed 
to  escape  by  the  anus,  but  no  faeces  nor  membrane  were  seen. 
Three  days  later  she  was  free  of  all  pain  and  was  eating  solid 
food. 

On  April  4,  as  she  complained  of  indigestion,  the  bowel 
Avas  AA'ashed  out  Avith  a  half  ])er  cent,  solution  of  lysol ; 
she  complained  of  its  burning,  and  on  April  0,  8,  and  10, 
on  Avashing  the  boAA'el  out  membrane  was  seen.  Boracic 
lotion  Avas  then  substituted  for  lysol ;  no  pain  was  com- 
])lained  of  and  no  membrane  Avas  passed.  Later  on  in  the 
case  we  repeated  the  washing  out  with  lysol  with  just  the 
same  result,  that  is,  pain  and  some  membrane.  The  same, 
too,  Avas  seen  in  the  second  month  after  operation  when, 
OAving  to  the  formatitui  of  keloid,  the  AA-ound  contracted  and 
some  faeces  escaped  up  the  colon. 

The  patient  remained  four  months  in  the  hosjiital,  leaving 
it  on  -Tune  20.  She  was  then  in  perfect  health,  and  has 
remained  so  up  to  the  time  of  her  being  last  seen. 

It  is  proposed  this  spring  to  close  the  opening,  but  she  is 
anxious  herself  not  to  hurry  it  and  so  run  any  risk  of  relapse. 

Our  last  case  differs  form  the  foregoing,  for  it  is  that  of  a 
young  man  suffering  from  chronic  ulceration  of  the  colon, 
possibly  dysenteric. 

Case  3. — Edward  K.,  o^t.  35,  was  between  the  ages  of 
nineteen  and  twenty-four  in  the  Marines,  and  served  in  the 
tropics  and  in  Egypt.     Just  after  purchasing  his  discharge 
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at  twenty-seven  years  of  age,  lie  for  the  first  time  had  diar- 
rhoea with  bleeding,  which  lasted  three  weeks.  On  and  off 
from  that  time  till  the  present,  a  period  of  eight  years,  he  has 
suffered  in  the  same  way,  with  now  and  then  severe  attacks 
of  abdominal  pain,  referred  mainly  to  the  ctecum  and  sig- 
moid. 

Five  years  ago  he  was  in  Guy's  Hospital,  under  Dr.  Pye- 
vSmith,  but  neither  then  nor  subsequently  have  drugs  given 
him  more  than  temporary  benefit. 

He  gradually  got  worse,  both  generally  and  locally,  and 
on  admission  into  the  hospital  was  miserably  thin,  cachetic, 
and  antemic,  and  had  the  appearance  of  a  man  that  had  not 
much  longer  to  live.  The  diarrhoea  was  almost  continuous, 
and  he  had  lost  control  over  the  bowels.  A  rectal  examina- 
tion revealed  nothing  except  that  the  mucous  membrane  was 
very  tender. 

In  face  of  this  man's  history  and  present  state,  it  was 
decided,  after  consultation  between  us,  to  give  complete  rest 
to  the  large  bowel  by  a  rig'ht  colotomy.  Ca'cotomy  (not 
colotomy)  by  the  iisual  anterior  operation  was  performed  on 
December  31,  1898,  the  bowel  being  sewn  to  the  parietes ; 
it  did  not  allow  of  being  pidled  out  sufficiently  to  pass 
a  rod  or  anything  else  behind  it.  Five  days  later  the 
caecum  was  opened.  Only  on  one  or  two  occasions  was  warm 
boracic  lotion  thrown  into  the  bowel,  more  for  the  purpose 
of  diagnosis  than  with  any  idea  of  antisepsis :  but  it  never 
brought  away  anything  beyond  fragments  of  fteces.  Owing 
mainly  to  the  fluidity  of  the  contents  of  the  bowel,  it  was 
found  impossible  to  prevent  a  little  motion  now  and  then 
passing  into  the  colon,  but  after  the  external  opening  had 
been  somewhat  enlarged  and  a  suitable  plug  fitted,  fteces  got 
more  seldom  into  the  colon  ;  but  throughout  the  case,  up  to 
the  time  of  the  man's  leaving  the  hospital,  some  motion  would 
escape  that  way  once  in  two  or  three  days.  To  try  and 
prevent  this,  a  Paul's  tube  was  inserted  into  the  ileo-ca?cal 
valve,  which  was  easily  felt  opposite  the  artificial  opening  in 
the  cwcum ;  it,  however,  did  not  answer,  and  was  invariably 
and  quickly  extriuled.  A  rubber  plug  attached  to  a  shield,  so 
made  as  to  block  the  ascending  colon  as  far  as  possible,  was 
found  to  answer  best. 

In  spite  of  this,  however,  he  began  to  improve,  and  in  a 
month's  time  was  allowed  out  of  bed,  and  at  the  end  of 
February  discharged  himself  from  the  hospital  with  the  view 
of  trying  to  get  some  work. 

His   condition   so   improved  that  though   still   sallow  he 
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•j^ainod  muoli  coloui-,  })ut  on  flesh,  and  was  quite  free  from, 
pain  and  bleedin<i-,  even  when  some  motion  escaped  hy  tlie 
anus.  He  seemed  well  satisfied  to  ])ut  up  with  the  temporary 
inconvenience  of  the  artificial  anus,  to  he  so  well  in  health 
and  so  free  from  suffering. 

To  these  cases  (three  now  communicated  to  the  Society 
and  one  in  1S95)  of  ours  we  append  references  to  other  cases 
already  pviblished ;  we  know  of  two  in  this  country  and  one 
abroad. 

Case  A. — Under  the  care  of  Messrs.  Keith  and  Simpson, 
published  in  the  Medical  Press,  July  24,  IcSOd.  The 
operation  (apparently  an  anterior  right  colotomy)  was  per- 
formed June  24,  1894,  on  a  woman  ?et.  34,  with  four  years' 
history  of  membranous  colitis.  The  wound  was  kept  open 
for  seven  months  and  then  closed.     A  perfect  cure  is  recorded. 

Case  B. — Under  the  care  of  ]Jr.  Lawrie,  of  Weymouth, 
published  in  British  Medical  Journal,  Xovember  5,  1898. 
Mrs.  B.,  iiet.  47,  with,  eleven  years'  history  of  membranous 
colitis.  Cpecotomy  was  performed  Januaiy  17,  1897.  Tke 
report  says  that  the  ctecum  was  able  to  be  drawn  out  of  the 
Avound  and  a  rod  to  be  passed  through  its  mesentery.  The 
wound  was  kept  open  seven  months.  The  last  note  of  this 
case  is  February,  1898,  and  a  cure  is  recorded. 

Case  C. — A  case  published  in  Germany  by  Franke  {Mitt- 
heihaig  aus  dem  Grenzgeheit  der  Medicin  u.  Cliirurgie,  Bd.  \, 
Heft  -3),  to  which  we  have  not  been  able  to  obtain  access. 

An  a  -priori  argument  in  favour  of  a  right  colotomy  for 
disease  of  the  colon,  either  provoked  or  aggravated  by  the 
daily  passage  of  motion  along  it,  is  scarcely  necessary,  since 
surgeons  have  for  long  recognised  rest  as  one  of  the 
conditions  (and  a  very  important  one,  too)  in  the  cycle 
of  nutrition,  whereby  a  part  of  the  body  is  kept  in  a  natui-al 
state,  or  restored  to  it  if  wounded  or  inflamed.  One  might 
instance  the  case  of  tertiary  ulceration  of  the  larynx,  which, 
resisting  all  treatment,  recovers  in  a  verv  short  time  if  com- 
plete  rest  be  given  by  a  temporary  tracheotomy. 

Our  cases  definitively  show  that  the  colon  is  not  necessai-y 
for  the  maintenance  of  perfect  health,  and  suggest  that  its 
function  is  mainly  mechanical. 

Palliative  colotomy,  as  for  malignant  disease,  is  common 
enong-h ;  but  curative  colotomy,  as  we  may  term  that  which 
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we  are  now  considering,  must  of  necessity  be  confined  to 
diseases  that  are  of  themselves  recoverable  under  favourable 
conditions. 

First  among  the  cases  suitable  for  curative  colotomy  are 
severe  examples  of  membranous  colitis,  a  chronic  malady  in 
its  worst  forms  invaliding  for  a  lifetime,  only  slowly  killing, 
and,  when  at  its  worst,  rarely  if  ever  more  than  temporarily 
relieved  by  medicinal  treatment.  This  form  of  colitis  ac- 
counts at  present  for  the  major  part  of  the  few  curative 
colotomies  as  yet  published,  and  in  all  these  the  results  have 
been  most  satisfactory. 

Xext  we  would  place  all  forms  of  chronic  ulceration  of  the 
colon  that  have  resisted  medical  treatment,  and  where  the 
patient  must  evidently  be  regarded  as  otherwise  incurable. 
We  are  of  opinion  that  in  all  chronic  diseases  of  the  colon, 
that  which  results  from  dysentery  is  probably  as  little  likely 
as  any  to  require  surgical  treatment ;  for  provided  proper 
care  be  taken  over  a  sufficiently  long  period,  physicians  will 
admit  that  an  incurable  case  of  chronic  dysentery  is  not 
common.* 

Lastly,  in  so-called  cases  of  idiopathic  dilatation  of  the 
colon,  the  operation  of  opening  the  most  distended  part 
(which  was  sigmoidt)  has  already  been  done  ;  but  to  us  it 
appears  both  more  scientific  and  more  likely  to  lead  to  re- 
covery were  the  ascending  colon  opened  at  the  commence- 
ment, thus  relieving-  the  whole  length  of  the  colon  from  anv 
possible  distending  force,  and  giving  it  a  chance  of  con- 
tracting to  its  normal  limits. 

As  to  the  stage  in  which  to  operate,  if  there  is  anything  in 
curative  colotomy,  it  goes  without  saying  that  any  case  sub- 
mitted to  operation  should  not  be  allowed  to  drift  into  the 
worst  condition ;  but  as  soon  as  other  remedies  have  been 
found  persistently  to  fail  colotomy  should  be  employed  with- 
out delay. 

As  to  the  form  of  colotomy,  it  evidently  must  be  on  the 
right  side;  for,  as  we  have  already  pointed  out,  an  opening 
on  the  left,  whilst  it  allows  of  antise])tics,  &c.,  being  applied 
to  the  sigmoid,  it  does  not  ]irovide  that  which  we  believe  to 
be  the  great  benefit  of  the  operation,  namely,  rest  to 
the  whole  of  the  colon  ;  biit  it  may  be  a  question  whether 
ctecotomy    or    lumbar    colotomy    should    be    performed.      A 

*  A  ca=e  of  colotomy  for  chronic  dysentery,  wliicli,  however,  terminated 
fatallv  on  the  third  day,  is  recorded  hy  Mr.  Powell  in  the  Indian  Medical 
Gazette,  vol.  xxxiv,  March,  1899. 

t  Osier,  qnoted  by  Hale  White,  AllhutVs  System,  vol.  i;i,  p.  970. 
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lumbar  colotomy  leaves  the  ciecum  still  in  circuit,  and 
it  is  less  easy  peiliaps  for  the  patient  to  attend  to  his 
personal  requirements  ;  but  in  three  out  of  four  cases  this 
operation  was  done;  the  fact  of  the  ciecum  being  still  in 
use  did  not  impair  the  result  as  far  as  -we  could  see ;  whilst 
the  freces  were  of  the  usual  character  and  consistence,  and 
their  passage  was  most  effectually  controlled  by  a  plug  which 
lay  in  a  junction  between  the  ciecum  and  colon,  and  practi- 
cally nothing  passed  along  the  ascending  colon. 

In  our  last  case  Ave  did  a  ci^cotomy,  but  we  were  met  with 
the  trouble  that  is  known  as  a  likely  possibility  in  this 
operation,  viz.  that  of  controlling  the  iiuid  contents  of 
the  ileum  as  they  passed  through  the  valve  and  have  not 
time  to  have  their  watery  part  absorbed  before  arriving  at 
the  artificial  anus.  It  was  not  possible,  as  we  have  narrated, 
to  pull  the  ciBCum  out  so  as  to  pass  anything  through  its 
mesentery  (supposing  that  it  liael  one)  as  was  apparently  done 
in  Lawrie's  case. 

At  present,  therefore,  it  seems  to  us  that  for  temporaiy, 
that  is  curative,  purposes  a  right  lumbar  colotomy  is  better 
than  a  crecotomy. 

The  operation  itself,  of  Avhatever  form,  calls  for  no  remark  ; 
but  it  is  our  experience  in  colotomies  generally  that  it  is 
better  to  draw  a  piece  of  skin  through  the  mesentery  and 
thus  support  the  bowel  than  to  use  a  glass  rod  :  the  skin  noAV 
encircles  the  artificial  anus  and  makes  a  good  support  for  a 
plug. 

In  our  three  cases  of  membranous  colitis  (one  published 
in  the  Clin.  Soc.  Trans.,  vol.  xxix)  the  immediate  resrdt 
of  attaching  the  bowel  to  the  surface  and  before  the  day 
arrived  for  opening  it  Avas  peculiar.  In  all,  though  mem- 
brane was  being  passed  up  to  the  time  of  operation,  it 
ceased  from  the  moment  the  bowel  was  scAvn  to  the  side,  and 
that  though  the  boAvels  continued  to  be  moved  in  the  usual 
way.  We  think  there  must  be  some  sequence  of  events  in 
this,  for  the  same  fact  has  been  observed  by  another  surgeon 
whose  case  has  not  yet  been  published.  Whether  the 
manipulation  of  the  boAvel  necessary  for  its  attachment  to  the 
skin  exerts  anv  reflex  inhibition  on  the  formation  of  mem- 
brane we  cannot  say ;  but  it  is  notcAvorthy  that  the  direct 
irritation  of  the  surface  of  the  miicous  membrane,  even  by 
antiseptics  such  as  lysol,  suffices  to  cause  the  appearance  of 
membrane ;  and  Avhen  we  further  add  that  most  of  the  pub- 
lished accounts  of  membranous  colitis  are  in  women,  and  that 
those  that  have  been  operated  upon  by  us  were  all  young 
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women  of  marked  neurotic  type,  and  all  -with  a  history  of 
pelvic  troubles,  it  is  at  least  highly  probable  that  the  neurotic 
element  is  paramount  in  the  tetiology  of  membranous  colitis ; 
hence  a  further  argument  in  favour  of  giving  rest  to  the 
bowel  by  operation. 

Our  present  experience  makes  us  conclude  that  it  is  better 
not  to  wash  out  the  bowel  at  all  unless  there  is  reason  to 
think  the  fipces  have  escaped  into  it,  and  then  either  warm 
water  or  boracic  acid  lotion  should  be  used.  If  there  be  an 
exception  to  this  it  would  be  in  cases  where  ulceration  is 
known  to  exist;  but  we  think  that  the  rest  afforded  the 
bowel  by  operation  is  of  more  value  than  the  application  of 
chemicals. 

More  experience  is  required  before  giving  a  time  during 
which  the  colon  should  be  kept  at  rest.  In  our  first  case 
{Clin.  Soc.  Treats.,  vol.  xxix),  we  closed  the  wound  in  five 
weeks,  and  though  during  the  rest  of  the  patient's  life  there 
•was  no  return  of  membrane,  we  now  think  that  the  wound 
should  not  have  been  closed  so  early. 

In  our  last  membranous  case  (March,  1898)  and  in  the  case 
of  the  man  with  chronic  colitis  ( December,  1898)  we  have  not 
yet  closed  the  wound,  but  in  the  membranous  case  operated 
on  in  May,  1896,  with  a  twenty  years'  history,  we  closed  the 
wound  in  twelve  months.  In  Keith's  and  in  Lawrie's  cases 
seven  months  elapsed  before  closure ;  and  perhaps  we  may 
suggest  that  six  months  should  be  the  least  time  allowed  for 
the  recovery  of  the  bowel,  but  evidently  as  much  must  depend 
on  the  patient  herself  as  on  the  character  of  the  disease. 

Case  1. — Miss  F.,  ret.  86,  was  first  seen  early  in  1896  with 
Dr.  Alfred  Taylor,  of  Acton. 

From  childhood  she  had  suffered  from  constipation,  and 
from  nineteen  years  of  age  had  complained  of  severe  pain  along 
the  line  of  the  colon,  shortly  before  the  bowels  were  open  of 
a  day,  and  at  times  she  passed  shreds  and  casts  of  white  mem- 
brane. Though  this  condition  was  more  or  less  constant, 
she  had  alternate  alleviations  and  exacerbations ;  the  latter 
she  spoke  of  as  "attacks  of  membrane." 

For  the  last  five  years  the  membrane  has  been  no  longer 
white  but  distinctly  brown,  and  she  speaks  of  having  passed 
large,  dark,  fleshy  lumps  (?  clot). 

During  the  last  two  years  the  "attacks  of  membrane"  have 
increased  in  frequency,  and  the  pain  is  described  as  at  times 
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"  quite  unbearable ;  "  also  the  passage  of  membrane  and  of 
blood  latterly  has  taken  place  on  straining  without  any 
appearance  of  fieces. 

During  bad  attacks  partial  loss  of  control  of  the  motions 
would  occur,  especially  at  night.  Flatulent  distension, 
vomiting,  and  frequent  burning  pain  about  the  anus  added 
to  her  sufferings. 

Her  dietary  consisted  now  almost  entirely  of  beef-tea  and 
toast,  all  ordinary  foods,  and  especially  farinaceous,  producing 
severe  dyspepsia. 

She  is  unable  to  take  outdoor  exercise,  and  looks  ill  and 
cachectic  ;  in  a  word,  she  is  a  confirmed  suffering  invalid. 

A  local  examination  revealed  nothing  defectively  wrong  in 
the  belly,  but  marked  tenderness  existed  along  the  whole  line 
of  the  colon  when  palpated.  Menstruation  was  normal,  but 
she  complained  of  much  pain  and  tenderness  in  the  right 
ovaricin  region. 

All  sorts  of  treatment  and  drugs  had  been  tried,  with  no 
lasting  effect.  She  had  even  employed  hot-water  enemata, 
containing  boracic  acid. 

After  due  consideration  a  right  lumbar  colotomy  was  de- 
cided upon,  and  the  operation  was  performed  by  one  of  us  on 
May  13,  1896.  The  bowel  was  sutured  to  the  surface  in  the 
usual  way,  but  was  not  opened  until  May  19,  when  the 
surrounding  incision  had  practically  healed.  An  enema 
administered  the  morning  of  the  operation  had  brought  away 
membrane.  On  incising  the  knuckle  of  the  bowel,  which  pro- 
truded well  on  the  surface,  natural,  soft  fseces  were  seen,  but 
no  membrane.  Thorough  irrigation  of  the  whole  length  of 
the  colon  with  warm  water  was  at  once  done,  but  only  a 
little  fiecal  matter  came  away ;  neither  membrane  nor  blood 
was  seen.  The  state  of  the  colon  was  also  examined  digitally, 
as  far  as  could  be  reached  from  the  wound,  both  downwards 
into  the  crecum  and  upwards  along  the  ascending  bowel ;  a 
long  tube  was  also  pushed  as  far  as  the  splenic  flexure,  but 
nothing  abnormal  was  made  out.  In  the  inter^'al  between 
the  colotomy  and  the  opening  of  the  bowel,  /.  e.  May  1-3 — 19, 
the  bowels  were  opened  normally  several  times,  Avith  the  same 
pain  as  iisual,  but  no  membrane  was  seen. 

Dr.  Alfred  Taylor  undertook  the  entire  after  charge  of 
the  patient,  the  only  special  point  in  treatment  agreed  upon 
being  that  the  colon  should  be  washed  out  fi'om  the  wound 
— the  fluid  flowing  out  j^er  rectum — should  fieces  by  chance 
make  their  Avay  into  the  colon. 

The  subsequent  history  may  be  thus  summarised :    relief 
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from  all  pain  was  complete ;  tlie  general  condition  rapidly 
improved,  a  stone  in  weight  being  gained  ;  all  tenderness  of 
the  colon  disappeared,  she  regained  her  spirits,  throwing  off 
the  old  invalid  habits,  and  in  the  summer  began  to  walk  out  of 
doors,  but  having  to  attend  to  the  bowel  three  or  four  times 
daily  interfered  with  her  absenting  herself  long  from  home. 

On  August  4,  189G,  just  three  months  from  the  operation, 
Dr.  Taylor  wrote :  "  She  has  done  very  well ;  not  had  a  bad 
symptom,  and  very  few  casts  ;  she  is  now  up  and  about,  and 
is  getting  stout." 

On  February  23,  1897,  Miss  F.  called  on  us  with  the 
view  of  having  the  colotomy  wound  closed,  feeling  herself  so 
well  and  the  attention  to  the  wound  a  drawback.  She  stated 
she  had  seen  a  little  membrane  with  the  motions  now  and 
then,  as  lately  as  a  few  days  before  her  visit.  AVe  advised  a 
further  delay,  and  not  until  May,  1897 — just  a  year  from  the 
operation — did  we  close  the  Avound. 

This  was  done  on  the  same  lines  as  those  of  our  first  case, 
viz.  after  due  attention  to  surgical  purification  of  the  parts ; 
the  bowel  was  freed  all  round  for  some  distance  from  its 
superficial  attachments,  and  the  opening  closed  by  a  Lembert 
suture,  the  back  external  surfaces  being  brought  together  as 
though  they  were  peritoneum. 

In  four  weeks  she  was  allowed  about  again,  the  opening 
being  long  firmly  closed.  Cascara  Sagrada  was  ordered  at 
discretion,  as  there  still  remained  a  tendency  to  constipa- 
tion. 

Our  last  report  of  this  case  was  made  on  a  visit  from  Miss 
F.  after  the  wound  had  been  closed  six  months,  viz.  on 
November  11,  1898.  She  looked  perfectly  well,  was  living 
an  ordinary  home  life,  active  in  her  habits,  and  taking 
moderate  out-door  exercise,  and  was  decidedly  anxious  to 
learn  the  bicycle.  During  the  eighteen  months  that  had 
elapsed  since  the  colotomy  she  stated  she  only  remembered 
four  attacks  of  membrane,  with  moderate  pain  and  little 
blood.  Her  chief  present  trouble  is  now,  as  formerly,  chronic 
atonv  of  the  colon,  for  which  she  requires  constant  aperients ; 
but  she  now  takes  ordinary  food,  eating  things  that  for  years 
she  had  been  unable  to  touch.  She  considers  that  she  is  still 
improving,  feeling  better  as  time  goes  on. 

From   the  Xotes  of  Messrs.   Barron,   Da  Silva   and    TiJhury, 
Ward  Clerks,   Guy's  Hospital. 

Case  2. — Laura  B.,  a-t.  31,  a  barmaid.     When  nineteen 
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yoars  of  ago  she  had  a  child,  and  for  three  years  after,  on 
and  oif,  had  some  pelvic  troubles,  and  foi-  a  time  wore  pes- 
saries.     She  had  been  for  years  habitually  constipated. 

In  the  autumn  of  1<S9U  she  began  to  suffer  from  attacks 
of  severe  epigastric  jjain,  lasting  from  a  few  hours  to  a  few 
days,  compelling  rest  in  bed  in  order  to  get  relief,  and  in 
December,  1896,  she  gave  up  taking  any  solid  food,  as  it 
brought  on  the  pain.  She  had  not  observed  up  to  that  time 
anything  unusual  in  the  motions. 

On  December  15,  1897,  she  came  into  Guy's  Hospital, 
under  Dr.  Pye-Smith,  and  was  treated  by  him  until  March 
1,  1898,  when  she  was  transferred  to  Mr.  (iolding-Bird's 
care.  The  notes  of  the  case  between  these  dates  are  briefly  as 
follows :  Pain  in  abdomen  centrally  situated  and  the  general 
note  on  percussion  tympanitic  ;  patient  distinctly  of  neurotic 
type.  Constipation  troublesome,  and  mostly  met  by  enemata, 
but  they  caiised  considerable  abdominal  pain.  On  December 
16  membrane  was  first  observed  in  the  motions,  and  \ip  to 
March  1,  1898,  its  appearance  was  nearly  constant.  At 
times  it  was  more  noticeable  than  others.  Thus  on  February 
18  the  notes  state :  "  a  long,  dark-coloured  piece  of  coiled 
membrane  passed ;  on  palpating  the  abdomen  there  is  pain 
along  the  course  of  the  colon ;  it  is  worst  in  the  epigastric 
and  two  iliac  regions."  Her  dietary  was  of  the  simplest 
kind,  and  after  the  first  week  in  February  she  lived  entirely 
on  arrowroot  and  milk. 

When  admitted  into  the  surgical  wards  the  patient 
looked  very  ill  and  cachectic,  and  was  in  a  most  despairing 
mood,  willing  to  undergo  anything  that  would  relieve  her 
of  her  abdominal  pain,  and  enable  her  to  take  proper  food 
again.  On  March  3  Mr.  Golding-Bird  performed  right 
lumbar  colotomy,  attaching  the  bowel  to  the  loin,  but  not 
opening  it  until  March  8,  when  freces  of  normal  character 
presented  at  the  wound.  The  next  day  warm  water  was 
injected  into  the  wound  along  the  ascending  colon  and 
allowed  to  pass  out  jjer  anum.  JSTeither  freces  nor  membrane 
were  seen ;  the  colon  Avas  quite  empty.  From  the  date  of  the 
operation  the  bowels  had  been  confined,  the  full  action 
taking  place  through  the  wound  ;  no  ficces  had  passed  the 
point  where  the  bowel  was  attached.  On  March  11  the  notes 
state  thait  she  was  in  good  spirits,  quite  free  from  all  pain, 
and  was  eating  much  better,  taking  solid  food.  Up  to  April 
4  she  continued  to  improve,  but  now  and  then  a  purge  had  to 
be  administered.  Occasionally  the  colon  was  washed  through 
with  boracic  lotiou,  but  no  membrane  was  seen.     However, 
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on  April  4  a  half  per  cent,  lysol  lotion  was  employed ; 
she  complained  of  its  irritating  her,  and  on  the  (Jth,  8th,  and 
lOtli  some  membrane  reappeared  on  the  colon  being  washed 
out.  The  wound,  owing  to  the  scar  tissue  around  becoming 
keloid,  had  at  this  time  contracted  very  much,  and  some 
fseces  now  began  to  make  their  way  into  the  colon. 

On  May  10  the  contraction  of  the  opening  had  so 
increased  that  fseces  daily  were  passed  j)^'"'  «""'",  and  for 
the  first  time  since  April  10  were  accompanied  by  some 
membrane.  Mr.  Golding-Bird  therefore  resected  the  whole 
of  the  keloid  ring  around  the  bowel  opening,  restoring  its 
complete  patency.  The  note  for  June  10  states  that  the 
lumbar  opening  is  acting  perfectly  ;  there  is  now  no  keloid 
thickening,  and  since  May  10  the  washing  out  has  been 
discontinued,  and  nothing  has  passed  ^^e?'  anum ;  no  more 
membrane  has  been  seen.  The  patient  has  been  up  almost 
daih',  wearing  a  belt  and  pad. 

She  left  the  hospital  on  June  20.  She  reported  kerself 
in  November,  1898,  after  an  absence  of  nearly  five  months. 
She  remained  under  observation  in  hospital  for  some  days. 
Until  September,  1898,  she  was  convalescing  at  the  seaside  : 
since  then  she  had  retm'ned  to  her  home  in  London,  and  is 
perfectly  well.  Three  times  since  September  motion  has 
passed  'per  anum;  on  each  occasion  there  was  tenderness  and 
discomfort  referred  to  the  region  of  the  transverse  colon. 
The  colotomy  opening  now  appears  in  perfect  condition  and 
thoroughly  patent,  and  the  patient  is  not  anxious  for  its 
closiu'e,  as  she  has  derived  so  much  benefit  from  it. 


Case  3. — Edward  K.,  tet.  35,  served  in  the  Marines  from 
1882  to  188 T,  and  was  some  time  in  Egypt.  With,  how- 
ever, the  exception  of  typhoid  when  seventeen  years  of  age,  he 
has  been  always  healthy  till  the  present  disease  commenced. 

In  July,  1891,  just  after  he  had  purchased  his  discharge 
from  the  service,  he  had  an  attack  of  diai-rhoea,  which  lasted 
three  weeks,  and  which  was  accompanied  by  much  pain  and 
meloena;  the  bowels  were  moved  about  six  times  each 
twenty-four  hours.  On  and  off  till  January,  1893,  he  had 
similar  attacks,  and  when  they  were  very  severe  epigastric 
pain  and  vomiting  occurred. 

From  Januaiy  to  March,  1893,  he  remained  pretty  well ; 
then  he  was  taken  much  worse  again,  and  was  at  Guy's 
Hos])ital  under  Dr.  Goodhart  for  a  month.  At  that  time 
the  bowels  were  moved  at  least  five  times  in  the  twentv-four 
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hours,  the  evacuation  being  of  fluid  character  with  bk)0(l  at 
times.  A  rectal  examination  revealed  nothing  abnormal, 
but  he  had  on  one  occasion  a  very  severe  attack  of  jjain  in 
the  ccecum  and  in  the  sigmoid,  and  was  relieved  by  hot 
applications. 

A  full  trial  of  various  drugs  was  made  but  without 
apparent  benefit,  and  from  that  time  to  the  present,  an  inter- 
val of  about  five  years,  he  has  got  worse  in  spite  of  medical 
treatment. 

At  the  present  time  (December,  1898)  the  patient  has  the 
aspect  of  a  man  with  a  wasting  malady ;  he  is  annemic,  of 
yellow-white  complexion,  and  very  ill.  The  diarrhoea  is 
almost  continuous,  and  he  is  now  unable  to  control  the 
motions ;  no  pus  is  passed,  but  blood  at  intervals.  Latterly 
there  has  been  much  pain  on  defsecation,  and  at  times 
attacks  of  pain,  as  before  referred  to  the  ciBCum  and  sigmoid. 
A  rectal  examination  reveals  nothing  but  a  very  tender 
mucous  membrane. 

Palpation  of  the  abdomen  shovrs  great  tenderness  along 
the  whole  course  of  the  colon,  but  it  is  less  in  the  ascending 
than  in  the  transverse  or  descending  colon. 

The  motions  are  semi -liquid ;  when  they  contain  blood  it 
comes  almost  in  the  form  of  red  currant  jelly.  There  was  no 
pus  and  no  membrane,  and  nothing  of  rice-water  character. 

A  consultation  was  now  held  with  Dr.  Hale  White,  and 
in  view  of  the  grave  state  of  the  patient's  health,  the  length 
of  time  the  malady  had  continued,  and  the  failure  of  drugs 
to  relieve,  it  was  decided  that  complete  rest  should  be  given 
to  the  large  bowel  by  a  right  colotomy. 

On  December  31,  1898,  ciecotomy  was  performed  by  the 
usual  anterior  oblique  incision,  the  bowel  Avas  sewn  to  the 
parietes,  but  not  then  opened.  On  January  5,  1899,  the 
bowel  was  opened,  and  two  days  later  was  well  washed  out 
with  boracic  acid  lotion ;  the  whole  colon  was  cleansed,  but 
nothing  unusual  was  obsei'^-ed  in  the  washings.  A  digital 
examination  showed  the  crecum  had  been  opened  just  opposite 
the  ileo-c[ecal  valve,  into  Avhich  the  finger  could  be  readily 
passed,  and  through  which  the  contents  of  the  ileum  could  be 
seen  to  flow. 

Owing  to  the  fluidify  of  the  fences  some — though  not 
much — escaped  daily  into  the  ascending  colon ;  an  attempt 
was  therefore  made  to  keep  a  Paul's  tube  in  the  ileo-crecal 
valve  and  so  direct  the  freces  outwards,  but  it  was  so  quickly 
extruded  as  to  be  practically  useless. 

On  January  17,  therefore,  the  original  external  opening 
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■was  enlarged,  aud  this  liad  the  desired  eitect  of  keeping  the 
ascending  colon  nearly  free.  All  this  time  the  skin  around 
the  opening  was  much  excoi'iated,  just  as  after  a  gastrostomy, 
but  the  use  of  an  antiseptic  and  alkaline  ointment  relieved 
this  condition. 

On  January  31  the  patient  was  on  the  couch  for  the  first 
time,  and  on  February  G  was  fitted  with  a  plug  in  the  form, 
of  a  rubber  finger  curved  upwards  and  attached  to  a  rubber 
shiehl.  The  plug  lay  in  the  commencement  of  the  ascending 
colon. 

From  the  date  of  enlarging  the  external  opening,  now 
and  then  fiieces  have  escaped  even  by  the  side  of  the  plug  and 
been  passed  /'er  rectum,  but  latterly  the  motions  have  been 
more  solid,  and  less  escape  j^er  rectum  has  occuiTed. 

February  23. — On  an  average,  motion  is  passed  per  anum 
once  in  two  days,  but  when  this  happens  the  motion  is  more 
solid  than  formerly  and  there  is  no  pain  whatever,  nor  has 
there  been  any  blood. 

The  patient's  general  condition  improved  immensely  from 
the  time  of  the  opening  of  the  colon;  all  pain  and  bleed- 
ing ceased,  he  fed  like  other  patients,  and  was  about  the 
ward  and  could  look  after  himself.  Though  still  of  sallow 
complexion,  he  had  begun  to  put  on  flesh  and  some  colour 
had  returned  to  his  face ;  he  was  desirous  of  leaving,  hoping 
to  get  back  to  his  work  in  AYoolwich  Arsenal.* 

*  Since  the  above  was  comnmnicated  to  the  Society  two  attempts  Lave  been 
ni;)de  to  close  the  cfficotomy  wound  in  Case  3.  Neither  lias  proved  successful, 
though  each  has  reduced  the  size  of  the  opening.  The  steps  of  the  opemtiou 
were  exactly  those  detailed  in  Case  1,  and  we  attribute  the  failure  to  tlie  tluid 
condition  of  tlie  contents  of  the  caecum.  It  is  the  first  case  in  wliich  we  have 
met  with  difficulty  in  closing  the  bowel  wound,  and  is  a  further  artrument,  in 
our  opinion,  for  doing  a  right  lumbar  colotomy  rather  than  a  isecotomy. 
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XXXIII. — Chronic  EmpyeJiiaof  the  Maxillari/  Antrum, 
iindoubtedly  of  two  years'  and  probably  of  seven 
years'  duration^  associated  ivith  inveterate  cough  and 
periodical  headache  :  completely  cured  in  eight 
iceelcs  by  simple  draiiiafje  through  the  alveolus.  By 
StClaik  Thomson,  M.D.     Bead  May  12,  1899. 

T^HERE  lias  been  an  undoubted  tendency  recently  among 
J-  some  rhinologists  to  disparage  tlie  treatment  ol  chronic 
suppuration  of  the  antrum  of  Highmore  by  the  simple 
method  of  drainage  through  a  tooth  socket,  suggested  by 
Cowper  as  long  ago  as  1G98.  In  fact,  some  practitioners 
assert  that  they  have  never  seen  an  empyema  cured  by  this 
method,  and  that  in  cases  with  a  chronic  history  it  is 
absolutely  futile. 

The  following  case  is  interesting,  since  there  was  not 
only  a  history  pointing  to  trouble  for  seven  years  previous 
to  treatment,  but  I  had  an  opportunity  of  seeing  the  patient 
and  making  a  positive  diagnosis  two  years  before  active 
treatment  was  undertaken. 

The  case  also  presents  considerable  interest  on  account 
of  the  two  symptoms  of  cough  and  headache.  The  patient's 
mother  and  maternal  uncle  and  grandmother  died  of  con- 
sumption, and  she  had  always  been  treated  for  "  weak  lungs 
and  a  threatening  of  consumption."  Being  a  lady's-maid 
with  very  kind  employers  she  had  seen  a  niunber  of  physi- 
cians in  Xew  York,  London,  and  Paris,  but  in  spite  of  a 
variety  of  treatment  she  had  suffered  from  a  constant  hack- 
ing cough  for  seven  years  or  more.  Her  employers  referred 
her  to  me  simply  on  account  of  the  cough,  which  had  become 
so  constant  that  it  was  feared  she  could  no  longer  continue 
her  employment. 

The  headaches  were  of  interest  from  their  intermission 
and  regular  recurrence.  She  was  subject  to  what  she  termed 
"frightful  headaches,"  lasting  three  days,  and  coming  on 
once  a  month  shortly  after  the  cessation  of  menstruation. 
She  had  not  escaped  this  headache  for  years,  and  referred 
it  to  both  temples  and  the  back  of  her  head. 

She    was    first    seen    on    June    8,    1895,    when    the    left 
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side  of  the  nose  was  found  to  be  normal,  but  in  the  right  fossa 
there  was  pus  in  the  middle  meatus  with  some  polypi  growing 
from  the  middle  turbinal.  These  were  removed,  and  the  pus 
was  still  seen  coming  from  underneath  the  middle  turbinal. 
When  wiped  away  it  appeared  again  on  depressing  the  head. 
Transillumination  showed  complete  obscurity  on  the  right 
half  of  the  face,  with  subjective  sensation  of  light  only  in 
the  left  eye.  On  being  questioned  the  patient  stated  that 
for  five  years  she  had  at  times  noticed  a  disagreeable  odour 
from  her  nose,  and  that  this  was  particularly  offensive  after 
the  menstrual  periods,  when  the  headaches  came  on.  Her 
lung  sounds  were  normal. 

The  patient  was  so  much  relieved  by  the  removal  of  the 
poh-pi  that  she  declined  further  treatment  at  that  date,  and 
went  travelling  with  her  employers  for  two  years,  some  of 
the  time  being  spent  in  the  Engadine  and  in  Colorado.  She 
consulted  me  again  in  1897,  and  on  the  17th  September, 
under  gas  and  ether  the  right  alveolus  was  drilled,  pus 
escaping  from  the  opening  and  being  easily  syi'inged 
through  into  the  nose.  Ellis's  drainage-tube  was  inserted 
and  the  cavity  was  syringed  through  once  dailj"  with  a 
simple  alkaline  solution  of  borax  and  soda  in  the  form  of 
Seller's  tablets.  Her  cough  ceased,  and  her  next  menstrual 
period  passed  Avithout  any  headache,  the  first  time  she  had 
been  without  it  for  at  least  four  years. 

On  the  12th  October,  i.  e.  within  a  month,  the  lotion 
syringed  into  the  antrum  returned  from  the  nose  perfectly 
clear,  and  the  syringing  was  reduced  to  eveiy  other  day.  It 
was  gradually  reduced  to  twice  a  week,  then  to  once  a  week, 
and  on  the  9th  Xovember  {i.  e.  within  eight  weeks)  the 
drainage-tube  was  entirely  dispensed  Avith  and  the  opening 
allowed  to  close  up.  Since  that  date  there  has  been  no 
cough  and  no  headache.  There  is  no  pus  in  the  nose,  and 
none  is  seen  on  depressing  the  head.  There  is  no  dis- 
agreeable odour.  Transillumination  shows  that  the  right 
maxillary  antrum  is  no  longer  obscure,  but  is  still  less 
translucent  than  the  left.  The  subjective  sensation  of  light 
is  just  perceptible  in  tlie  right  eye,  chiefly  toAvards  the  inner 
canthus.  This  persistence  of  obscurity  in  cured  cases  has 
been  pointed  out  previously,  and  has  been  ascribed  to  the 
permanent  thickening  of  the  miicous  membrane  lining  the 
cavity. 

These  objective  symptoms  Avere  confirmed  by  observa- 
tion last  in  July,  1898,  i.  e.  nine  months  after  the  removal 
of  the   drainage-tube,   and  the   patient  stated   that   she  felt 
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a  tlift'erent  ])orson,  and  that  she  coiihl  never  have  believed 
she  coukl  have  felt  so  well. 

With  the  exeeption  of  tlie  headache  and  the  persistent 
cough  already  referred  to,  the  s3'ni])toniatology  of  the 
above  case  presents  no  exceptional  points.  It  indicates, 
however,  that  a  long  history  of  suppuration  in  the  antrum 
need  not  necessarily  prevent  a  cure  by  simple  alveolar  drain- 
age. It  also  shows  thai  a  good  result  may  be  secured 
without  the  use  of  any  strong  astringents  or  antiseptics. 
As  the  opening  is  easily  made,  and  as  the  after  treatment 
can  be  carried  out  by  the  patients  themselves,  I  think  that 
the  result  in  tlie  present  instance  may  encourage  one  to  give 
this  simple  method  of  treatment  a  fair  trial  in  every  case 
where  there  is  a  hollow  tooth  socket  on  the  affected  side 
before  having  recourse  to  more  severe  operative  measures. 
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XXXI V. — Cases  illustrating  the  Pathology  and  Treat- 
ment of  Chronic  8uf)puration  of  the  Maxillari/ 
Sinus,  especially  in  regard  to  Painlloma  of  the  TAning 
Membrane.  By  T.  Make  Hovell  and  Freuekio 
Eve.     Eead  May  12,  1899. 

WHILE  the  majorit}'  of  cases  of  antral  abscess  yield  readily 
to  the  usual  treatment  of  perforation,  and  irrigation  with 
antiseptic  solutions,  yet  in  a  certain  number  the  discharge 
persists,  fistulre  which  have  formed  in  the  cheek,  or  opened 
into  the  month,  remain  patent,  and  the  patient  is  the  subject 
of  a  lasting  disability. 

It  is  to  the  latter  class  especially  that  we  propose  to 
direct  attention.  We  subjoin  cases  demonstrating  that 
chronic  antral  empyema  is  frequently  associated  with  the 
formation  of  papillary  outgrowths  from  the  lining  of  the 
cavitv,  so  abundant  in  some  instances  as  completely  to  fill  it. 

These  can  only  be  eifectually  dealt  Avith  by  free  exposure 
and  removal,  and  even  then  they  sometimes  recur. 

We  also  point  out  that  antral  suppuration  is  sometimes 
the  earliest  symptom  of  malignant  disease,  and  quote  a  case 
in  illustration. 

Case  1. — Miss  W.,  set.  26,  had  been  imder  the  care  of 
Mr.  Mark  Hovell  for  some  time,  suffering  with  chronic 
otorrhoea.  In  August,  1895,  the  first  right  upper  molar  was 
extracted  on  account  of  caries  and  pain  in  the  upper  jaw. 
A  week  later,  there  being  symptoms  of  antral  abscess,  a  hole 
was  bored  through  the  alveolus  into  the  antrimi,  and  pus  was 
found.  A  discharge  had  continued  from  the  opening  and 
from  the  right  nostril  ever  since,  i.  e.  for  two  years.  In 
November,  1897,  we  saAV  her  in  consultation,  and  a  mas- 
toidectomy being  required  on  the  left  side,  it  was  arranged 
to  open  the  right  antrum  throiigh  the  canine  fossa  at  the 
same  time  that  the  mastoid  operation  was  performed.  On 
November  16  a  portion  of  the  outer  wall  of  the  antrum  a 
little  behind  the  canine  fossa  was  removed  with  a  chisel. 
The  walls  of  the  cavity  Avere  thoroughly  scraped  with  a  sharp 
spoon  and  the  cavity  irrigated.  A  drainage-tube  was  in- 
serted, and  irrigation  with  iodine  water  continued  twice  a 
dav. 
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December  10. — As  the  discharge  from  the  autiuiii  did 
not  cease,  tlie  opening-  was  enlarged  upwards  and  jjosteriorly 
and  the  cavity  freely  exposed  to  view.  It  was  then  found 
to  be  almost  full  of  soft  vascular  and  fleshy  pajjillary 
gi-owths.  These  Avere  carefiill}-  removed  Avith  a  sharp  spoon, 
and  strong  carbolic  acid  was  applied  to  the  walls.  A  bicuspid 
tooth  was  extracted,  as  it  was  found  that  the  tip  of  a  fang 
projected  beyond  the  antral  floor.  The  antrum  was  plugged 
for  a  time  with  iodoform  gauze.  Subsequently  a  drainage- 
tube  was  inserted  and  irrigation  kept  up  with  various  anti- 
septic fluids.  The  discharge  rapidly  diminished,  and  ulti- 
mately only  a  few  flakes  of  mucus  came  away  on  irrigation. 
As  small  quantities  of  this  material  continued  to  be  dis- 
charged occasionally,  it  was  thought  best  not  to  close  the 
opening,  which  had  much  contracted. 

Microscopical  e.vami)iatio)i  (see  Plate  YIII  A,  fig,  1). — The 
growth  consisted  of  an  hypertrophy  of  the  mucosa  of  the 
antrum^  and  was  made  np  for  the  most  part  of  organised  in- 
flammatory matei'ial  vei-y  rich  in  "  indifferent  "  cells.  The  sur- 
face Avas  highly  papillary  and  plicated,  and  covered  with  epi- 
thelium, of  which  the  outer  cells  were  of  the  elongated 
columnar  type,  with  two  or  three  rows  of  nuclei  beneath. 

On  May  5,  1898,  the  margins  of  the  aperture  Avere 
refreshed,  the  edges  of  the  mucous  membrane  raised  and 
brought  together  Avitli  sutures.  After  a  la})se  of  a  week  a 
little  pus  was  seen  oozing  from  between  the  sutiu-es  pos- 
teriorly. The  suppuration  appeared  to  be  only  superficial. 
It  Avas,  however,  thought  better  to  take  out  two  sutures 
and  leaA'e  a  small  opening  for  drainage. 

During  her  absence  on  her  summer  holiday  some  retiu-n 
of  discharge  took  place,  and  the  opening  contracted  to  a 
narrow  devious  channel.  On  October  8  the  outer  Avail  of 
the  antrum  Avas  again  perforated.  The  inner  Avail  Avas  found 
to  be  thin  and  crumbling,  Avitli a  large  opening  into  thenares. 
A  drainage-tube  was  passed  from  the  opening  in  the  canine 
fossa,  through  the  antrum,  and  out  through  the  nostril.  This 
Avas  kept  in  some  Aveeks  and  the  antrum  irrigated.  A  plug 
Avas  ultimately  fitted  to  the  outer  opening  lest  the  discharge 
should  recur.  At  the  last  operation  no  gi'owths  and  very 
little  discharge  AA^ere  found  in  the  antrum. 

Case  2. — Miss  C,  a  schoolmistress,  xt.  about  30,  was 
admitted  to  the  London  Hospital  on  December  19,  1897. 
Three    years    previously    she    consulted    Mr.    Hovell    in    re- 
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gard  to  blocking  of  the  left  naris  by  a  polj-pus,  which  was 
i-eiiioved.  Subsequently  pus  was  discharged  from  it.  This 
was  most  noticeable  in  the  morning,  and  ran  out  of  the 
nostril.  Two  years  ago  she  again  saw  Mr.  Hovell,  who 
diagnosed  antral  abscess  and  ordered  a  hole  to  be  drilled 
through  the  alveolus  into  the  antrum,  after  the  extraction  of 
the  second  molar  tooth.  Pus  was  found,  and  this  continued 
to  be  discharged  profusely  through  a  silver  tube  which  was 
inserted.     She  complained  of  much  pain  and  discomfort. 

December,  1897,  Mr.  Hovell  transferred  her  to  Mr.  Eve 
for  exploration  of  the  antrum. 

December  28. — A  considerable  portion  of  the  outer  Avail 
of  the  antrum  behind  the  canine  fossa  was  removed, 
and  the  cavity  was  found  to  be  almost  blocked  with  soft 
])apillary  growths  of  small  size.  The  fang  of  a  misplaced 
tooth,  probably  the  canine,  projected  obliquely  into  the 
anterior  })art  of  the  cavity;  this  was  removed.  The  crown 
Avas  deeply  and  firmly  embedded  in  the  alveolus,  but  did  not 
project  through  the  gum.  The  growths  were  carefully  re- 
moved by  curetting  with  the  aid  of  the  electric  head  lamp, 
and  the  Avails  SAA-abbed  with  pure  carbolic  acid. 

The  same  treatment  Avas  adopted  as  in  the  first  case. 

At  the  expiration  of  two  or  three  Aveeks,  the  discharge 
not  having  completely  disappeared,  the  caA-ity  Avas  again 
examined,  and  some  recurrent  growths  Avere  remoA^ed  with  a 
sharp  spoon  ;  a  counter-opening  was  made  in  the  inner  wall  of 
the  antrum  through  the  nostril,  and  a  drainage-tube  inserted. 
The  outer  opening  gradually  contracted,  aud  closure  was 
finally  effected  by  touching  the  edges  with  the  gah-ano- 
cauteiy.  She  left  the  hospital  cured,  and  in  May  reported 
herself  as  being  perfectly  aa'cII.  In  December,  1898,  there 
was  some  muco-purulent  discharge  from  the  posterior  naris 
on  the  left  side,  but  this  was  believed  to  come  from  thennsal 
cavity.      She  had  no  pain. 

Microscojpical  examination  (Plate  VIII  a,  fig.  2). — The 
appearances  of  the  growtli  Avere  practically  identical  Avith 
those  of  Case  1. 

Case  3.— Miss  B.,  ret.  25.  At  Easter,  1897,  she  began  to 
suffer  pain  in  the  second  right  upper  molar.  The  pain  con- 
tinued and  the  face  swelled,  but  the  tooth  Avas  not  removed 
until  August  16.  Its  fangs  Avere  absorbed.  Xext  day  she 
noticed  a  purulent  discharge,  which  was  yellow  and  offensiA'e, 
form  the  right  nostril ;  the  pain  increased,  and  Avas  referred 
to  the  broAv.     In  September  she  consulted  Mr.  Hovell,  aaIio 
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immediately  liad  the  antium  drilled  through  the  alveolus  ; 
pus  was  found.  'J'lie  opening  was  kept  patent.  Just  before 
Chi'istnias  the  discharge  suddenly  ceased,  and  this  was  at- 
tended Avith  niucli  increase  of  pain. 

January  7,  1(S98. — The  same  operation  was  performed  as 
in  the  previous  cases.  The  antrum  contained  much  thick 
offensive  pus,  and  was  completely  filled  with  extremely  vas- 
cular papillary  growth,  liirasion  and  swabbing  with  pure 
carbolic  acid  were  carried  out  as  Ijefore. 

On  February  2,  the  discharge  having  practically  ceased, 
the  patient  was  antesthetised  with  a  view  to  closing  the 
opening.  But  on  inspection  with  the  electric  light  a  re- 
evuTence  of  the  growth  in  places  was  detected.  The  cavity 
was  scraped  and  again  plugged  with  iodoform  gauze.  Since 
then  the  discharge  has  ceased  and  the  orifice  has  contracted 
to  a  small  aperture,  but  the  patient  has  not  had  leisure  to 
admit  of  the  opening  being  finally  closed. 

Microxcopical  examination  (see  Plate  VII [a,  fig.  3). — The 
growth  differed  in  some  slight  respects  from  that  in  the  other 
cases.  The  solid  material  was  more  abundant,  and  con- 
tained gland-like  tubules  lined  with  subcolumnar  or  ciibical 
epithelium.  These  may  have  been  derived  from  hyper- 
trophied  mucous  glands,  or  may  have  been  the  result  of 
ingrowths  from  the  plication  of  the  lining  membrane  such 
as  may  be  observed  in  proliferous  c^-sts  of  the  ovary  and 
broad  ligament. 

Case  4.  Double  antral  abscess  with  nasal  polj/pi. — Mary 
S.,  set.  19,  was  admitted  to  the  London  Hospital  on  June 
7,  1898.  In  January  she  had  a  severe  cold,  and  then  noticed 
blocking  of  the  nostrils,  for  which  she  sought  advice 
at  the  Throat  Department.  Mr.  Hovell  removed  some  nasal 
polypi,  but  they  kept  on  recurring.  Later,  antral  abscess 
being  suspected,  an  exploratory  puncture  was  made  on  each 
side,  and  pus  was  found  in  both  maxillary  sinuses. 

June  24. — Both  antra  were  freely  opened  and  scraped, 
the  spoon  bringing  away  a  small  quantity  of  polypoid  growth 
and  granulation  tissue.  The  ])us  contained  large  numbers 
of  streptococci,  also  staphylococci  and  short  thick  rods. 
Under  treatment  the  discharge  soon  ceased. 

Case  5.  Antral  abscess  ivith  jwhjpus. — William  M., 
ret.  25,  was  admitted  to  the  London  Hospital  on  April 
20,  1898,  with  right  antral  abscess.  xV  discharge  from 
the   right  nostril   had   existed   for   two    or  three  years,    with 
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l)aiii  oil  the  right  side  of  the  face  for  six  weeks.  The 
antrum  Avas  opened,  and  contained  a  single  soft,  semi- 
gelatinous  polypoid  growth  the  size  of  a  small  cherry. 
Microscopically  this  was  composed  of  connective  tissue  which 
had  undergone  mucoid  degeneration ;  it  showed  none  of  the 
foldings  of  the  surface  which  constitute  the  peculiar  feature 
of  the  papillary  growths  described  above. 

He  was  seen  in  Xovember,  1898,  when  the  opening  was 
closed  and  there  was  no  discharge ;  but  he  complained  of 
some  discomfort  in  the  upper  jaw. 

Case  G.  Antral  abscess  on  right  side,  of  eighteen  months' 
duration,  ivithoid  ■papillary  grouihs. — Ellen  P.,  set.  30.  Pus 
was  discharged  spontaneously  through  the  alveolus  eighteen 
months  before  she  came  under  observation.  On  opening  the 
antrum  through  its  outer  wall  no  groAvths  were  found.  The 
pus  contained  streptococci.  The  case  was  treated  with  a 
gauze  packing  and  irrigation.  She  left  the  hospital  a  month 
after  the  operation,  with  the  opening  nearly  closed  and  no 
perceptible  discharge.  Six  months  later  there  had  been  no 
recurrence  of  the  suppuration. 

It  may  be  noted  that  six  years  before  her  admission  to 
the  hospital  she  had  a  right  antral  abscess  which  discharged 
through  the  nostril,  and  ceased  discharging  after  three 
weeks. 

Case  7.  Empyema  of  the  antrum  associated  u'ith  jjrimary 
mcdignanf  disease.- — -It  is  of  great  importance  to  note  that 
suppuration  of  the  maxillary  antrum  may  be  the  earliest 
symptom  of  malignant  disease  originating  in  that  cavit^'. 
This  is  demonstrated  by  the  following  case.  A  gentle- 
man set.  57  consulted  Mr.  Hovell  in  July,  1897,  on 
account  of  an  abundant  wntery  discharge  from  the  right 
nostril,  which  was  found  to  be  due  to  the  presence  of 
mucous  polypi.  These  were  removed.  Soon  after,  he 
began  to  suffer  much  pain  in  the  right  upper  jaw, 
with  a  profuse  purulent  discharge  from  the  right  nostril. 
At  the  end  of  September  the  antrum  was  opened  through  the 
alveolus.  Pus  was  found,  and  a  silver  drainage-tube  was 
inserted.  Irrigation  with  antiseptics  was  persevered  with, 
but  the  discharge  persisted.  On  December  2  a  large 
opening  was  made  by  Mr.  Eve  into  the  maxillary  antrum 
through  the  canine  fossa.  The  cavity  was  completely  filled 
with  a  very  vascular,  fleshy  growth,  which  had  all  the  appear- 
ance of  malignancy. 
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The  patient's  consent  to  excision  of  the  su})eiior  maxilla 
not  having  been  obtained,  the  growth  was  removed  by 
cnretting.  Some  poh'pi  which  had  recurred  in  the  right  side 
of  the  nose  Avere  also  taken  away. 

The  antral  growth,  when  submitted  to  microscopic  exa- 
mination^ proved  to  be  a  primary  carcinoma  (see  Plate  VIII  a, 
fig.  4),  It  was  composed  of  brandling  columns  of  cells 
separated  by  thin  bands  of  connective  tissue.  Tlie  cells  were 
for  the  most  part  spheroidal  or  irregular  in  shape,  but  many, 
especially  those  near  the  margins  of  the  columns,  were 
elongated  or  columnar  in  type.  The  fact  that  most  ot  these 
cells  were  spheroidal  is  not  antagonistic  to  the  view  that  the 
growth  originated  from  the  cylindrical-celled  lining  c>f  the 
antrum.  It  will  be  i-emembered  that  in  carcinoma  of  the 
large  intestine  originating  in  Lieberkiilm's  follicles,  the  cells 
are  often  spheroidal  or  embryonic  in  type,  especially  when  the 
growth  of  the  tumour  has  been  rapid. 

The  growth,  as  was  expected,  rapidly  returned,  and  in 
March  the  superior  maxilla  was  removed  and  the  patient 
made  a  good  recovery. 

The  disease  had  extended  to  the  roof  of  the  right  naris 
and  had  just  commenced  to  spread  to  the  left  side,  but  was 
more  extensive  in  the  antrum.  All  the  appearances  were  in 
favour  of  the  view  that  it  originated  in  that  cavity. 

The  question  may  be  asked  Avhether  in  this  case  the 
suppuration  had  not  preceded  the  growth.  The  history  of 
the  case  strongly  favours  the  view  that  the  presence  of 
malignant  disease  excited  the  suppuration.  Discharge  of 
pus  from  the  nostril  was  first  noticed  in  September,  and 
early  in  December  the  antrum  was  found  completely  filled 
Avitli  gro^-th.  This  had  at  one  spot  perforated  the  external 
Avail  of  the  cavity. 

Remarks. — Until  quite  recently  practically  nothing  has 
been  known  regarding  the  morbid  changes  associated  with 
chronic  suppuration  within  the  antrum.  In  vol.  iv  of  the 
Traitc  de  Chirurgie,  2nd  edition,  by  MM.  Duplay  and  Reclus, 
published  in  1898  (and  after  the  occurrence  of  the  first 
three  cases  here  recorded),  Dr.  Gerard  Marchant  quotes 
Griinwald,  who  has  collected  a  series  of  cases  of  chronic 
empyema  of  the  antrum  in  which  the  condition  of  the 
mucous  membrane  was  ascertained  h\  a  suthciently  large 
opening.  He  found  "  five  times  a  smooth  mucous  mem- 
brane ;    in  five  cases  a  pillow-like  thickening  of  the  mucous 
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membrane ;  numerous  granulations  had  invaded  the  cavity 
in  three  cases  ;  twice  the  bone  was  partially  denuded ;  three 
times  there  were  bands  of  caries  in  the  osseous  wall ;  in  four 
cases  the  same  lesion  was  accompanied  with  granulations." 
iSo  that  gi'anulations  existed  only  in  seven  cases  out  of 
twenty-two.  In  our  seven  consecutive  cases,  related  above, 
numerous  pa])illary  growths  existed  in  three,  granulations 
in  one,  a  j)oly])oid  growth  in  one,  and  carcinoma  in  one. 
In  only  one  case  were  the  antral  walls  bare. 

A  papillary  condition  of  the  mucous  lining  of  the  antrum 
is  not  mentioned  by  Mr.  Heath  in  the  last  edition  of  his 
work  on  Injuries  and  Diseases  of  the  Jaws,  but  in  his 
description  of  tumours  of  the  antrum  he  mentions  the  occur- 
rence of  polypi,  and  quotes  Luschka  (Virchoiv's  Archiv, 
Bd.  viii,  p.  419),  who  found  polypi  five  times  in  six  cases. 
Some  of  these  growtlis  were  2  centimeti-es  in  lenotli.  Luschka 
considered  them  hypertrophies  of  tlie  submucous  tissue. 

In  three  of  our  cases  the  pus  from  the  antral  cavity  was 
examined  bacteriologically,  and  in  each  streptococci  were 
found.  We  were  at  fii'st  iuclined  to  attribute  the  papillary 
hypertrophy  of  the  mucous  membrane  to  the  irritation  pro- 
duced by  these  org-anisnis,  as  distinguished  from  the  less 
virulent  staphylococci.  This  idea  was  set  aside  by  the 
demonstration  of  the  presence  of  streptococci  in  a  case  of 
antral  abscess  in  which  there  were  no  papillary  granulations. 
It  may  be  observed  that  in  all  the  cases  presenting  well- 
marked  papillary  growths  the  discharge  had  existed  for  a 
considerable  period.  In  the  first  three  evidence  of  empyema 
of  the  antrum  had  existed  for  periods  varying  from  five 
months  to  two  or  three  years.  The  man  with  a  polypoid 
growth  in  the  antrum  had  noticed  a  discharge  from  one 
nostril  for  two  to  three  years. 

Tlie  presence  of  septic  pus  in  a  cavity  lined  with  mucous 
membrane  might  be  expected  to  give  rise  to  papillary  hyper- 
tropliy,  and  the  latter  once  set  up  would  prove  an  insuperable 
obstacle  to  cure  by  drainage  and  irrigation  by  the  alveolus. 
Again,  the  growths  would  tend  to  increase  the  mischief  by 
causing  retention  of  pus,  owing  to  their  blocking  the  orifice 
into  the  nostril,  or  such  a  small  opening  as  could  be  made 
through  the  alveolus. 

It  is  therefore  clear  that  the  only  treatment  likely  to  be 
effectual  is  the  free  exposure  of  the  cavity  and  the  removal  of 
the  growths.  Even  with  an  opening  large  enough  to  admit 
the   index   finger,   patches  of   growth   may   easily   be   over- 


DESCRIPTION  OF  PLATE  VIII  A. 

Illustrating  Mr.  T.  Mark  Hovell  and  Mr.  F.  Eve's  cases  of  Chronic 
Suppuration  of  the  Maxillary  Sinus. 

Fig.  1. — Papilloma  of  antrum  associated  with  suppuration.  The 
growth  consists  of  an  hypertrophy  of  the  mucoid  of  the  antrum,  and  is 
made  up  of  organised  inflammatory  material.  The  surface  is  highly 
papillary  and  plicated,  and  covered  with  epithelium  of  the  elongated  or 
columnar  type. 

Fig.  2. — The  appearances  of  the  growth  are  identical  with  those  of 
Fig.  1. 
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DESCRIPTION  OF  PLATE  YIII  b. 

Illustrating  Mv.  T.  Mark  Hovell  and  ^Ir.  F.  Eve's  cases  of  Chronic 
Suppuration  of  the  Maxillary  Siuus. 

Fig.  3. — The  growth  differs  in  some  respects  from  those  shown  in 
the  preceding.  The  connective-tissue  material  is  more  abundant,  and 
contains  gland-like  tubules  lined  with  subcolumnar  epithelium. 

Fig.  4.— Primary  cai'cinoma  of  the  antrum  associated  with  suppura- 
tion. The  growth  is  composed  of  branching  columns  of  cells  separated 
by  thin  bands  of  connective  tissue.  The  cells  are  spheroidal  or  irre- 
gular, but  many  of  those  near  the  margins  of  the  columns  are  elongated 
or  columnar  in  type. 


Clin.  Soc.  Trans.,  Vol.  XXXII.,  PI.  VHI.  B. 


Fig.   .3. 


Fig.   4. 


Engrai'ed  and  Printed  by  Bale  £-=  Danielsson,  Ltd. 


Chronic  ISujq'Jiralioii  of  tJte  Maxlllurij  Sums.         207 

looked  unless  the  cavity  be  iuUy  illuiuiuated.  The  bared 
a})ices  of  fangs  projecting  through  the  floor  must  also  be 
searched  for,  since  it  ai)pears  probal)le  that  thev  may  in 
some  instances  keep  uj)  the  discharge. 

In  two  cases  (]S'os.  1  and  2)  a  counter-opening  for  irriga- 
tion was  made  through  the  inner  wall  of  the  antrum  just 
above  the  floor  of  the  nares,  and  it  may  be  noted  that  in 
Case  2,  in  which  this  was  done  early,  a  raj)id  cure  resulted. 
The  drainage-tube  miglit  have  been  ])assed  through  the 
n(U'mal  inner  aperture  of  the  antrum,  but  we  thought  that 
an  opening  lower  down  provided  more  efficient  drainage. 

The  opening  made  into  the  outer  wall  must  be  enlarged 
in  a  direction  posterior  to  and  somewhat  above  the  level  of 
the  canine  fossa. 
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XXXV. — Acute  Intestinal  Ohf<truction  caused  by  an 
adherent  Venuiform  Appendix  forming  a  band  asso- 
ciated with  foetal  arranqement  of  the  peritoneum. 
Bv  H.  Betham  Robinson,  M.S.  Head  May  26, 
1899. 

MABEL  "W..  ret.  T,  was  admitted  into  St.  Thomas's  Hos- 
pital on  March  15,  1898,  under  my  colleague,  Dr.  Payue. 
The  histoiy  given  was  that  for  a  week  her  bowels  had  not 
been  opened,  and  there  had  been  attacks  of  vomiting,  now 
becoming  constant  and  of  a  dark  brown  colour;  very  scanty 
results  had  followed  enemata  given  two  days  before  and  on 
the  day  of  admission. 

On  admission  the  child  was  complaining  of  acute  pain 
in  the  abdomen,  and  occasionally  vomiting  a  **  coffee- 
grounds  ''  looking  fluid.  She  had  a  pinched  appearance,  her 
pulse  was  110,  small,  respirations  38  per  minute,  and  tem- 
perature 9G'8°,  but  without  any  very  marked  collapse. 

Her  abdomen  moved  with  respiration,  and  was  distended, 
particularly  in  the  middle  line  above  the  umbilicus,  where 
coils  of  small  bowel  were  marked  out.  The  belly  walls  were 
not  rigid,  and  no  lump  was  to  be  felt.  There  was  com- 
parative dulness  in  the  hypogastric,  left  iliac,  left  lumbar, 
and  left  hypochondriac  regions,  but  the  flanks  were  quite  re- 
sonant. There  was  not  anything  to  be  felt  per  rectum,  and 
there  had  been  no  discharge.  Although  the  parents  were  a 
bit  doubtful,  they  thought  that  no  flatus  had  been  passed  for 
the  last  few  days.  Three  ounces  of  urine  were  withdrawn 
from  the  bladder  by  catheter. 

It  was  evident  we  had  a  case  of  acute  intestinal  obstruc- 
tion to  deal  with,  and  I  operated  at  about  11  p.m. 

A  mid-line  incision  was  made  below  the  umbilicus ;  the 
small  intestine  presented — exceedingly  distended  with  in- 
jected vessels,  but  with  good  polish  to  the  serous  coat.  There 
was  a  slight  escape  of  fluid,  and  on  manipulation  a  few  little 
firm  lymph  coagula  flowed  away.  The  extreme  disten- 
sion of  the  bowel  with  fluid  rendered  exploration  difiicult, 
so  the  intestine  was  tapped,  and  about  thi'ee  pints  of  fluid 
withdrawn.  This  reduction  in  size,  aided  by  prolonging 
the  abdominal  incision  to  above  the  iimbilicus,  enabled  a 
thorough  exploration  to  be  made.     In  the  right  flank  there 
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was  no  colon  to  be  found,  but,  on  exploring  the  left  side,  here 
the  colon  proved  to  be  absolutely  collapsed,  which  condition 
was  traced  along  into  the  transverse  colon.  To  the  left  of 
the  mid-line  above  the  umbilicus  a  mass  was  felt,  which  on 
examination  proved  to  be  as  follows :  — The  ascending  colon 
from  the  hepatic  flexure  was  directed  to  the  left  across  the 
middle  line,  so  that  the  crecum  was  on  the  left.  From  this 
the  vermiform  appendix,  well  formed,  came  olf  almost  in  a 
straight  line,  and  was  directed  downwards  for  about  one  and 
a  half  inches,  when  it  crossed  over  aj  loop  of  small  gut  and 
tucked  up  behind  this,  to  be  attached  at  its  tip  to  the  right 
face  of  the  mesenteiy  about  two  and  a  half  inches  from  the 
inner  loop  of  the  ascending  colon.  At  this  spot  the  mesentery 
was  thickened,  due  to  an  enlarged  softening  lymphatic  gland 
to  which  the  appendix  had  adhered,  and  formed  a  loop  which 
was  strangulating  the  last  few  inches  of  the  small  intestine. 
The  patient's  condition  was  now  so  bad  as  to  require  in- 
fusion, which  was  done  by  Mr.  Wallace.  The  constricting 
appendix  was  divided  between  two  ligatures  close  to  its  tip, 
and  the  bowel  set  free.  There  were  other  glands  enlarged  in 
the  mesenterj',  but  these  were  probably  due  to  septic  absorp- 
tion from  the  peritoneum.  The  wound  was  closed.  The 
patient  did  not  rally  at  all  after  the  operation,  and  died  very 
shortly. 

At  the  autopsy,  on  opening  the  belly  distinct  peritoneal 
adhesions  glued  together  the  coils,  and  in  the  upper  part  the 
bowel  had  firmer  patches  of  l^-mph  on  it.  On  dissection 
several  important  featui'es  were  found.  The  left  colon  and 
its  mesocolon  were  normal ;  the  transverse  colon  was  nor- 
mally related  to  the  stomach,  duodenum,  and  great  omentum 
as  far  as  the  hepatic  flexure.  The  whole  of  the  ascending 
colon  and  cfficum  had  a  complete  mesentery,  and  were 
freely  moveable.  The  hepatic  flexure  itself,  which  was  just 
to  the  right  of  the  vertical  part  of  the  duodenum,  had  normal 
peritoneal  relations ;  immediately  below  it  from  the  outer 
margin  of  the  ascending  colon  a  peritoneal  fold  passed  to  the 
posterior  abdominal  wall,  making  a  fossa  to  its  outer  side  and 
another  behind  the  colon ;  in  relation  with  and  within  the 
latter  fossa  was  the  turn  of  the  duodenum  between  its  second 
and  third  portions.  From  the  inner  margin  of  the  colon 
passed  downwards  another  fold  with  a  fossa  on  its  inner  side. 
This  fold  Avas  just  to  the  outer  side  of  the  inferior  A'ena  cava, 
and  crossed  the  third  part  of  the  duodenum;  and  the  fossa 
passed  upwards  in  front  of  the  right  portion  of  the  third  part 
of  the  duodenum  to  its  upper  border,  but  was  open  all  along 
VOL,  xxxii.  14 
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its  left  side.  This  portion  of  the  duodenum  to  the  left  of  the 
fold  had  a  complete  meso-duodenum,  but  the  gut  Tvas  fixed 
in  the  normal  way  at  the  duodenal-jejunal  angle  to  the  left 
side  of  the  spine.  The  csecum  could  thus  freely  move 
towards  the  left. 

In  the  mesentery,  close  to  the  ileo-cpecal  wa;ll,  was  a 
caseous  gland  which  had  softened,  and  it  was  to  the  peri- 
toneum over  it  that  the  tip  of  the  vermiform  appendix  had 
become  adherent.  The  appendix  was  not  very  long,  but  was 
of  large  calibre.  By  its  adhesion  it  formed  an  arch  between 
it  and  the  end  of  the  ileum,  and  under  this  was  caught  a 
piece  of  small  intestine.  The  loop  of  small  intestine  within 
the  grip  of  the  appendix  and  the  large  intestine  were  com- 
pletely collapsed,  whereas  the  small  intestine  to  the  right  of 
it  was  immensely  dilated ;  this  dilated  bowel  passed  up 
behind  the  colon  and  then  round  the  outer  peritoneal  fold  to 
occupy  the  fossa  on  its  outer  side  and  just  outside  the  ver- 
tical part  of  the  duodenum. 

From  the  above  description  the  resemblance  of  the  peri- 
toneum about  the  colon  and  caecum  to  a  more  embryonic  type 
will  be  fully  noted. 
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XXXVl. —  HxitiorrhcKjlc  ErjjfJienia  uccurvLVt/  in  a  case 
of  Brlglifs  Disease.  By  T.  Colcott  Fox.  Eeacl 
May  26,  1899. 

Ij^OK  the  notes  of  the  followiug-  case  I  am  indebted  to  Mr. 
J.  E..  Luun,  the  Medical  Superintendent  of  the  Mary- 
lebone  Infirmary,  who  was  good  enough  to  ask  me  to  see 
the  patient. 

Jane  L.,  set.  61  years,  a  small,  old-looking,  feeble  woman, 
without  rheiimatic  history,  was  a  patient  in  the  Marylebone 
Infirmary  from  Xovember  19th  until  December  21st,  1898, 
suffering  from  bronchitis  and  an  attack  of  nephritis  of  an 
acute  character,  probably  supervening  on  chi'onic  mischief. 
The  uj'ine  contained  blood,  and  on  boiling  deposited  from 
one  third  to  a  half  albumen.  There  was  intense  headache 
and  a  hard  pulse,  but  no  marked  fundus  changes  were  de- 
tected. The  patient  also  gave  a  history  of  some  blood- 
spitting  three  weeks  previously. 

She  left  the  infirmary  against  the  advice  of  the  superin- 
tendent, and  a  fortnight  later,  on  eJanuary  5,  1899,  was  re- 
admitted. She  was  then  very  ill  with  injected  and  some- 
what swollen  fauces,  some  erythematous  macules  on  the  face, 
and  a  few  petechia  on  the  legs,  such  as  are  often  seen  in 
persons  admitted  after  much  exposiu-e  and  in  a  half-starved 
condition.  The  temperature  was  not  raised.  The  urine  con- 
tained a  good  deal  of  albumen,  some  blood,  and  had  a  specific 
gravity  of  1010.  A  chlorate  of  potash  gargle  was  prescribed 
for  the  sore  throat. 

The  patient  remained  for  some  days  in  much  the  same 
condition,  except  that  a  few  more  petecliiie  appeared  on  the 
legs.  On  January  10  an  eruption  evolved  and  became 
rapidly  generalised.  It  was  of  an  erythematous  macular 
type,  slightly  raised,  with  a  tendency  to  rapid  centrifugal 
extension  of  the  elements.  The  ven-  striking  and  for- 
midable appearance  was  due  to  liEemorrhage  into  the  affected 
regions.  The  eruption,  when  constituted,  varied  in  size 
from  a  pin-point  to  the  finger-nail ;  the  elements  were  mostly 
rounded  or  oval,  and  they  tended  to  become  confluent  into 
large  irregular  patches  and  sheets.  The  colour  was  a  vivid 
red,  ineffacable  by  pressure.  The  smaller,  youuger  lesions, 
in  addition  to  the  general  blood-stainiug,  were  dotted  with 
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distinct  li£emori'liagic  punctie,  and  the  larger,  older  ones 
acquired  a  well-detined  piu-ple  border  enclosing  bluish-red 
centres.  The  palms  and  soles  were  diiiusely  involved,  but 
the  fingers  and  dorsal  surfaces  were  at  first  unaffected.  The 
skin  of  the  fingers,  wrists,  toes,  and  feet  were  oedematous, 
as  seen  in  erythema  multiforme.  The  joints  of  the  wrists 
and  hands  were  tender  and  painful. 

By  Januaiy  12  the  patient  was  weaker  and  her  general 
condition  worse ;  the  urine  scanty.  The  eruption  had  be- 
come almost  universal,  and  looked  at  the  first  glance  like  a 
very  severe  purpura.  The  feet  were  entirely  suffused,  except 
for  some  clear  skin  between  the  closely  set  macules  over  the 
dorsiun  and  instep.  From  the  ankle  upwards  over  the  thighs 
the  closely  set  patches  varied  in  size  from  a  i)ea  to  a  child "s 
hand,  but  were  mostly  about  the  size  of  a  shilling  or  florin. 
On  the  back,  as  over  the  front  of  the  chest,  the  eruption 
formed  a  confluent  sheet,  and  in  the  former  situation  took  on 
a  brownish  hue.  Over  the  abdomen  the  macules  were  mostly 
small  and  erythematous,  and  not  nearly  so  hsemorrhagic  as 
elsewhere.  The  palms  and  forearms  were  almost  entirely 
suffused  with  a  hard,  red  hpemorrliagic  effusion,  but  the  backs 
of  the  fingers  and  hands  and  forearms  displayed  some  normal 
skin  between  the  densely  crowded  htemorrhagic  ai'eas.  Over 
the  elbows  and  shoulders  again  large  confluent  sheets  were 
formed.  The  water-colour  drawings  and  the  photographs 
will  give  a  good  idea  of  the  condition  at  this  period.  The 
face  was  sallow,  and  the  forehead  covered  with  a  morbilli- 
form eruption.  The  lips  were  swollen  and  blood-stained. 
Blood  oozed  from  the  gums,  and  there  were  a  few  purpuric 
spots  on  the  gums  and  palate.  The  arms  and  chest  itched 
considerably. 

On  the  13th  the  coloiu-  appeared  to  be  fading,  but  on  the 
14th  the  lesions  were  again  increasingly  haemorrhagic,  and 
the  areas  of  eruption  were  still  spreading  and  becoming 
more  confluent.  The  hands  and  arms,  except  here  and  there 
on  the  backs  of  the  hands,  were  dift'usely  blackish-blue.  On 
the  15th  the  patient  was  drowsy  and  weaker,  and  a  recent 
retinal  haemorrhage  was  detected  in  the  left  fundus.  On  the 
lOth  melsena  occurred  twice,  and  the  patient  died  at  4  a.m. 
on  the  ITth  inst.  Before  death  the  haemorrhage  was  still  in- 
creasing in  the  skin. 

A  post-mortem  examination  disclosed  a  great  deal  of 
congestion  of  the  lungs,  and  intense  injection  of  the  mucous 
membrane  of  the  trachea,  bronchi,  stomach,  colon,  and 
especially  of  the  jejunum  and  ileum,  where  it  was  haemor- 
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iliagic.  There  was  no  endocarditis.  The  kidneys  were  small, 
red,  granular,  with  a  narrow  cortex  and  adherent  capsule. 

Microscopicdl  c.vainination  of  the  affected  portions  of  skin 
disclosed  a  distension  of  the  lymph  spaces  and  the  blood- 
vessels of  the  papillary  layer,  Avith  a  moderate  cell-infiltra- 
tion. The  sheaths  of  the  larger  horizontal  vessels  beneath 
the  papillary  layer  were,  however,  densely  infiltrated  Avith 
cells.  I  did  not  detect  any  plugging  of  the  vessels,  nor  could 
I  find  any  micro-organisms. 

Reviarks. — The  eruption  ai)peared  to  correspond  clinically 
to  the  roseola  of  Willan  rather  than  to  erythema  multiforme. 

Willaii  included  his  roseola  Avith  the  eruption  now 
knoAvn  as  erythema  miiltiforme  and  with  urticaria  and  pur- 
pura in  a  single  group,  and  modern  observations  have  tended 
to  show  the  very  intimate  associations  of  these  eruptions 
in  all  kinds  of  tox?emic  and  infective  states.  Hebra,  on  the 
other  hand,  drew  a  sharp  distinction  between  the  hypersemic 
rashes,  such  as  Willan's  roseola,  and  the  inflammatoiy  exu- 
dative erythema  multiforme,  a  separation  Avhich  has  been 
adopted  since  his  time.  It  is  very  dnubtfid,  however, 
whether  this  sepai'ation  should  be  maintained.  Erythema- 
tous eriiptions  of  the  slighter  types  (scarlatiniform,  morbilli- 
form, or  Willan's  roseola),  or  of  the  larger  pattern  and  more 
inflammatory  type  knoAvn  as  erythema  multiforme,  may 
appear  as  the  result  of  a  host  of  tox^emic  and  infective  states, 
benign  or  grave. 

It  is  well  knoAvn  that  cutaneous  ha:'morrhage  may  com- 
plicate or  even  supplant  the  characteristic  eruption  of  in- 
fective diseases,  such  as  variola  or  measles  ;  and  it  is  equally 
recognised  that  in  erythema  multiforme  there  is  a  special 
tendency  to  the  exudation  of  blood-stained  fluid,  and  even 
blood  itself,  which  may  here  also  completely  mask  the 
essential  eruption.  Haemorrhage  into  the  slighter  roseolous 
forms  of  eruption  is,  hoAvever,  A'ery  rare. 

The  eruption  in  the  present  case  appeared  to  be  due  to 
the  toxaemia  secondary  to  granular  kidney.  This  subject 
has  been  already  brought  before  the  Society  this  session  by 
Dr.  Samuel  West.  From  time  to  time  I  have  been  asked 
by  my  colleagues  to  see  cases  of  this  description.  In  my  own 
experience  the  eruptions  complicating  Bright's  disease  have 
heralded  the  approaching  dissolution  of  the  patients,  and 
have  been  of  tAvo  types,  either  of  the  roseola  type  of  Willan 
or  of  the  morbilliform  type.  x\s  an  example  I  may  mention  a 
woman  who  two  or  three  days  before  her  death  from  granular 
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kidney  became  covered  with,  a  copious  eruption  of  dusky 
erj'theniatous  macules  the  size  of  the  finger-nail,  and  closely 
simulating  the  roseolar  syphilide.  I  have  also  seen  several 
examples  of  a  copioiis  generalised  morbilliform  eruption 
terminating  in  a  profuse  desquamation. 
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*^*  Publislied  in  accordance  with  the  regnlatiou  relating  to  the  exhibition 
of  patients  at  the  meetings  of  the  Society,  viz.  that  each  case  shall  he  accom- 
panied by  a  brief  written  description  of  the  points  it  illustrates  j  such  description 
to  be  published  or  not  in  the  Transactions  as  the  Council  may  direct. 


I. — A  case  of  Si/rlnqomyelia.^     By   W.    S.    Colman, 
M.D.     E,vhiblted  October  28,  1898. 

THE  patient  was  a  woman  set.  28.  She  had  never  been 
able  to  get  about  like  othei'  children,  being  apt  to  fall. 
When  seven  years  old  she  had  painful  whitlows,  and  when 
ten  years  old  her  back  was  noticed  to  be  curved.  She  used 
frequently  to  burn  herself  Avithout  experiencing  any  pain. 
At  the  present  time  she  was  rather  stunted,  and  presented 
the  following  symptoms  :  — Spastic  paraplegia,  with  increased 
reflexes ;  wasting  of  the  muscles  round  the  shoulder,  with 
diminished  electric  excitability ;  wasting  of  the  intrinsic 
muscles  of  the  right  hand,  with  claw-like  contraction  of  the 
fingers.  Sensation  to  touch  was  preserved  everywhere,  but 
there  was  loss  of  painful  sensation  over  the  head,  arms,  and 
trunk  as  low  as  the  umbilicus,  with  the  exception  of  the  face, 
and  still  more  complete  loss  of  temperature  sense.  There 
was  also  marked  lateral  curvature  of  the  spine,  and  vertical 
nystagmus  on  lateral  deviation.  Her  general  health  was  good. 

*  A  full  account  of  this  case  was  published  in  T/ie  Lancet  for  May  6,  1899. 
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II. — Congenital  Dislocation  of  the  Shoulder,  Snhacro- 
mial.  By  J.  Jacksox  Clarke.  Exhibited  October 
28,  1898."^ 

1^  H.,  a  girl  net.  3  years.  The  left  upper  arm  is  slightly 
J  •  abducted  and  rotated  in.  It  can  be  raised  by  volun- 
tary movement  to  the  level  of  the  chin.  In  order  to  place 
the  left  hand  upon  the  top  of  the  head  it  is  raised  to  this 
level,  and  then  the  movement  is  completed  by  meaus  of 
the  other  hand.  Tlie  deformity  corresponds  with  Smith's 
(Dublin)  subacromial  congenital  dislocation.  The  head  of 
the  bone  is  felt  and  seen  behind  the  acromion.  The  history 
is  that  within  a  week  after  birth  the  left  arm  was  noticed  to 
"  hang  down "  more  than  the  right.  At  birth  there  was 
some  difficulty  with  the  passage  of  the  shoulder.  The  defor- 
mity is  obvious  though  slight.  The  questions  that  arise  as 
to  its  origin  are  —  (1)  Is  it  the  result  of  development  ?  (2)  Is 
it  the  result  of  injury  during  parturition  ?  (3)  Is  it  the  result 
of  nerve  injury  ? 

The  study  of  an  exactly  similar  case,  that  of  a  child  aged 
two  years,  inclines  me  to  the  first  conclusion.  In  this  other 
case  the  deformity,  which  was  noticed  at  the  time  of  birth, 
was  readily  reduced  by  mauipulation,  and  readily  returned. 
After  the  deformity  had  been  reduced,  so  long  as  the  head 
of  the  bone  was  held  in  place  the  movement  of  the  shoulder 
muscles  appeared  to  be  normal.  A  traumatic  dislocation 
produced  at  birth,  I  should  expect  to  offer  more  resistance  to 
reduction  than  I  experienced. 


III. — Case  of  Chyliirla.     By  Sidney   Phillips,  M.D. 
Exhibited  October  28,  1898. 

THE  patient  was  a  youth  aet.  16.  Daring  the  three  years 
in  which  he  had  been  under  observation,  and  according 
to  the  patient^s  account  for  six  months  before  that,  the  urine 
passed  during  the  night  or  on  rising  in  the  morning  resem- 
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bled  milk  iu  appciiraiice ;  souietimos  was  more  like  inilk  and 
water;  occasionally  it  deposited  large  gelatinous  clots,  so  that 
it  could  not  be  poured  out  of  even  a  wide-mouthed  bottle. 
At  times  when  left  to  stand  a  cream-like  layei-  was  formed  on 
the  surface  ;  the  specific  gravity  of  the  urine  was  from  1025 
to  1080,  and  it  was  acid  ;  there  was  never  any  trace  of  blood 
in  it;  microscopically  it  was  seen  to  contain  large  round 
highly  refracting  bodies,  which  were  dissolved  up  by  ether  ; 
when  ether  was  added  to  the  urine  it  became  clear,  but  on 
evaporation  in  most  cases  no  greasy  stain  i-ema-ined  on  blot- 
ting-paper. Accurate  examination  after  evaporating  down 
the  urine  to  a  paste  showed,  however,  that  the  round  globules 
were  oily  matter,  though  apparently  in  a  highly  divided  con- 
dition, differing  from  the  ordinary  fat  globules  seen  in  milk. 
The  microscope  also  showed  the  minute  granules  described 
by  Gulliver  as  the  "molecular  basis  of  chyle.'^  Oxalate  of 
lime  crystals,  occasionally  uric  acid,  and  more  rarely  stellar 
phosphate  of  lime  crystals  were  sometimes  passed. 

The  urine  passed  during  the  day  was,  as  a  rule,  perfectly- 
clear,  but  after  lying  down  and  sleeping  in  the  afternoon  it 
again  became  milky.  The  clear  tiay  urine  sometimes  con- 
tained albumeu,  and  sometimes  none;  occasionally  fat  had 
been  found  in  it  when  not  milky,  and  Avhen  not  albuminous. 
The  quantity  of  urine  passed  was  40  to  50  oz.  There  ^vere  no 
vesical  or  other  symptoms  of  any  sort.  The  youth  had  grown 
quickly  and  was  iu  perfect  health,  although  rather  pale  and 
thin. 

The  case  was  not  due  to  the  filaria  parasite,  which  had  never 
been  found  in  the  blood  or  urine  examined  in  the  day  or  at 
night,  nor  had  the  patient  ever  lived  out  of  London.  There 
was  no  probable  evidence  of  any  accidental  direct  communi- 
cation between  the  thoracic  duct  or  receptaculum  chyli  and  the 
renal  passages,  and  the  variations  in  the  character  of  the 
urine  precluded  this.  Dr.  Phillips  knew  no  theory  to  satis- 
factorily explain  such  cases  of  chyluria,  but  the  most  prob- 
able explanation  appeared  to  be  some  failure  to  convert  chyle 
into  blood  after  it  had  been  poured  into  the  blood  vessels. 

In  a  post-mortem  examination  recorded  by  the  late  Dr. 
Beuce  Jones  the  tubules  of  the  kidney  were  found  choked 
Avith  fatty  matter,  and  the  renal  epithelium  was  fatty. 

Cases  were  recorded  that  had  persisted  for  years,  and 
there  seemed  no  reason  this  case  should  not  be  the  same. 
No  treatment  had  been  of  any  avail  nor  any  change  of  diet. 
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IV. — Repair  of  the  Bridge  of  the  Nose  bi/  Babbit  Bone. 
By  W.'^Vatsox  Cheyne,  F.R.C.S.,"  F.R.S.  Ex^ 
hibited  October  28,  1898. 

AB.,  fBt.  18,  admitted  to  King's  College  Hospital  at  the 
•  end  of  January.  1898.  When  twelve  j-ears  of  age  he 
had  a  severe  injuiy  to  the  l)ridge  of  his  nose  (?  fracture),  and 
this  was  followed  by  suppuration  from  the  nose,  and  during 
the  next  few  months  by  discharge  of  portions  of  the  nasal 
bones.  The  result  was  loss  of  the  bony  l)ridge  of  the  nose. 
No  history  of  hereditary  syphilis.  Plate  X,  fig.  1,  shows  the 
condition  of  the  nose  at  the  time  of  admission.  There  was 
practically  no  bou}-  bi'idge  present;  some  rough  bone,  no 
doubt  of  periosteal  origin,  could  be  felt  covering  the  space 
between  the  two  niaxillas  in  the  situation  of  the  nasal  bones. 
There  was  fortunately  very  little  tilting  forward  of  the  tip 
of  the  nose  and  the  nostrils,  and  it  was  not  necessary  at  the 
operation  to  cut  into  the  nasal  cavity  to  rectify  this  deformity. 
On  February  8  the  following  operation  was  performed  : — 
The  patient  having  been  angesthetised,  a  curved  incision  with 
the  convexity  to  the  right  was  made,  beginning  above  rather 
to  the  left  of  the  middle  line  at  the  root  of  the  nose,  and  ter- 
minating below,  rather  to  the  left  of  the  middle  line,  about 
half  an  inch  below  the  commencement  of  the  cartilages  of  the 
nose;  the  convexity  of  the  curve  at  its  centre  extended  on  to 
the  cheek.  The  incision  at  the  upper  part  went  down  to  the 
bone,  and  at  the  lower  part  to  the  nasal  cartilage.  The  flap 
Avas  then  turned  over  to  the  left,  an  attempt  being  made  to 
peel  off  the  periosteum  from  the  nasal  bones,  which,  however, 
failed,  owing  to  the  great  irregularities  of  the  new  bone. 
While  the  bleeding  was  being  arrested  by  pressure,  a  rabbit 
was  killed  by  chloroform,  immersed  in  bichloride  of  mercury 
solution  (1  in  2000)  to  fix  the  hair,  and  rapidl}'  skinned  by 
one  of  the  dressers.  One  of  the  thighs  being  then  disarticu- 
lated  at  the  hip,  the  soft  parts  over  the  femur  were  detached, 
the  periosteum  being  lelt,  and  with  a  pair  of  cutting  pliers 
the  bone  was  split  up  longitudinnll}^  into  several  fragments. 
The  wound  being  now  uncovered,  a  fragment  about  two  inches 
in  length  was  first  inserted  into  the  nasal  cartilage  at  the  lower 
part,  pushing  down  the   tip  of  the   nose,  and  then  wedged 
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against  the  frontal  bone  at  the  upper  part.  Four  or  five 
smaller  fragments  were  now  laid  around  this  till  the  neces- 
sary height  for  the  bridge  was  obtained.  The  skin  flap  was 
then  replaced,  but  before  it  could  be  made  to  meet  it  was 
necessary  to  undermine  it  well  towards  the  left  side.  The 
wound  healed  by  first  intention,  but  ten  days  after  the  opera- 
tion a  little  glairy  fluid  (about  two  drops)  was  let  out  at  the 
upper  part  by  puncturing  the  scar.  The  wound  closed  again 
finally. 

The  present  result  (nine  months  after  the  operation)  is 
shown  in  Plate  X,  fig.  2.  The  bridge  is  excellent,  though  it 
is  slightly  less  prominent  than  at  the  time  of  the  operation. 
Slight  movement  of  the  bones  can  still  be  obtained  on  press- 
ing the  nose  firmly. 

I  may  mention  that  this  is  the  second  time  that  I  have 
restored  the  bridge  in  this  Avay.  On  the  former  occasion 
three  operations  Avere  done.  In  the  first  instance  it  was 
necessary  to  divide  the  nasal  cartilage  transversely  on  account 
of  marked  tilting  forward  of  the  nostrils,  and  at  the  same 
time  a  narrow  flap  of  bone  and  soft  parts  was  turned  down 
from  the  frontal  bone  to  keep  this  in  its  place  and  form  the 
basis  for  a  bridge.  When  this  had  healed  rabbit  bone  was 
inserted  in  the  manner  just  described.  Eighteen  mouths 
later  the  patient  returned  as  he  wanted  the  bridge  made  a 
little  higher,  and  at  a  third  operation  this  Avas  done  to  his 
entire  satisfaction. 


Y, — Case  of  Douhle   Athetosis.     By  Xormax  Dalton, 
M.D.     Exhibited  October  28,  1898. 


A 


M.,  a  boy,  ast.  15.  There  is  no  history  of  any  kind  of 
nervous  affection  in  any  member  of  his  family.  The 
mother  died  of  phthisis.  He  has  had  measles  but  no  other 
fever.  There  is  no  history  of  a  fright,  nor  of  any  convulsive 
or  paralytic  attack.  His  birth  was  diSicult,  but  forceps  were 
not  used. 

The  symptoms  Avere  first  noticed  in  his  third  year,  and 
consisted  of  bending  inwards  of  the  knees  and  crossing  of  the 
legs  Avhile  Avalking.      These    symptoms    became  worse,   and 
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slight  twitching  aud  jerking  movements  of  the  arms  and 
hands  supervened. 

For  tliree  or  four  years  he  became  worse,  aud  has  since 
remained  stationary.  Some  improvement  on  the  left  side 
has  occurred,  but  that  side  was  never  so  bad  as  the  right. 

His  intellectual  condition  has  always  been  good.  He  has 
never  been  to  school  because  he  could  not  write,  but  he  has 
been  taught  to  read  at  home. 

He  has  attended,  when  younger,  at  several  hospitals,  and 
may  be  known  to  some  of  the  members  of  this  society,  but  he 
has  not  been  to  a  hospital  for  five  years,  and,  as  far  as  his 
friends  know,  his  case  has  never  been  published. 

The  boy  is  well  nourished  and  all  his  internal  organs  are 
normal.  During  sleep  tlie  movements  cease  entirely,  and 
when  he  is  at  rest  they  niay  be  almost  imperceptible.  It  is 
rather  difficult  to  describe  his  condition,  as  the  movements 
vary  much  in  intensity  from  time  to  time.  When  at  rest  the 
"face  "  may  be  motionless,  but  more  often  there  is  pucker- 
ing of  the  chin  and  occasionally  a  lifting  of  the  angles  of  the 
mouth.  These  movements  are  not  more  than  might  occur  in 
the  case  of  a  nervous  child  when  under  observation.  When 
he  speaks  there  is  a  slight  exaggeration  of  the  movements  of 
the  lips  and  the  chin  muscles,  and  on  showing  the  teeth 
rhythmical  movements  of  the  lips  occur,  especially  of  the 
lower  lip.  He  puts  out  his  tongue  correctly,  and  there  is 
nothing  typical  about  his  speech,  although  sometimes  it  is 
rather  indistinct,  as  if  from  a  slight  stammer.  The  eye 
muscles  are  normal. 

The  shoulders  are  much  affected,  constantly  "working" 
as  the  saying  goes.  The  top  of  the  humerus  in  these  move- 
ments is  drawn  forwards  and  inwards  by  overaction  of  the 
pectoralis  major,  and  the  shoulder  girdle  is  raised  at  the  same 
time,  although  the  trapezius  does  not  appear  to  act  exces- 
sively. The  sterno-mastoids  do  not  act.  The  scapulae,  which 
are  alate,  move  forwards  and  upwards,  but  are  alternately 
drawn  back  by  the  rhomboids.  The  latissimus  dorsi  on  the 
right  side  appears  large. 

There  is  a  slight  tendency  to  flexion  of  the  forearm, 
but  movements  of  this  part  do  not  occur  to  any  great 
extent. 

The  hands  show  the  slow,  i-efleccive,  rhythmical  move- 
ments of  the  fingers  which  characterise  the  disease.  The 
lingers  are  alternately  flexed  aud  extended,  stretched  apart 
and  approximated,  and  the  thumb  is  drawn  across  the  palm 
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and  back  again.  As  a  I'lile,  each  phalanx,  as  a  whole,  is  kept 
straight.  His  grasp  is  fairly  strong,  he  can  pick  up  articles 
aud  hold  them  for  some  time,  and  he  can  dress  himself. 

There  are  no  abnormal  reflexes  in  the  upper  limb,  and  the 
muscles  are  not  appreciably  rigid.  But  I  thiiik  that  the 
muscles  which  act  most,  especially  the  pectoralis  major  and 
the  muscles  of  the  palm  are  distinctly  hypertrophied. 

On  looking  at  his  back  in  the  erect  posture  there  is 
distinct  lordosis  in  the  lumbar  region,  and  the  erectores 
spin^e  stand  out,  especially  the  right  one,  and  are  somewhat 
rigid.  Quivering  or  shuddering  movements  of  the  muscles 
of  the  back  may  be  observed."^  The  abdominal  muscles  also 
sometimes  show  quivering  movements. 

As  he  stands  the  right  hip  projects,  and  the  right  thigh 
tends  to  be  flexed  and  adducted.  He  can  stand  with  his  feet 
flat  on  the  ground,  but  tends  to  stand  on  his  toes.  In  walk- 
ing, the  flexion  and  adduction  of  the  right  thigh,  and  to  a  less 
extent  of  the  lefc  thigh,  become  more  evident ;  the  feet  show 
equino-varus,  and  the  great  toes  are  over-extended.  This 
gait  is  always  the  same,  indicating  a  certain  amount  of  pei'- 
raanent  rigidity  of  the  flexors  and  adductors  of  the  thigh. 
Sometimes  slight  movements  of  the  feet  and  toes  resembling 
those  of  the  hands  may  be  observed.  The  plantar  reflexes 
are  present,  there  is  no  ankle  clonus,  and  the  knee-jerks  are 
active. 

In  no  part  is  there  any  loss  of  sensation,  and  all  the 
muscles  respond  to  faradism.  The  muscles  of  the  lower 
limbs  are  of  good  size  and  firmness,  if  not  hypertrophied. 
The  rigidity  and  all  the  movements  are  more  marked  on  the 
right  side. 

Remarks. — This  is  a  typical  case  of  bilateral  athetosis  as 
described  by  Oulmont.  It  is  apparently  primary,  it  came  on 
gradually  in  early  life,  and  the  movements  of  the  hands  and 
the  stiffness  of  the  flexors  and  adductors  of  the  thigh  are 
characteristic.  It  belongs  to  that  class  of  cases  of  bilateral 
athetosis,  in  which  the  intellect  is  normal.  The  disease  is  a 
rare  one,  and  cases  so  completely  uncomplicated  by  other 
symptoms  referable  to  the  nervous  system  are  still  more  rare. 
Very  few  post-mortems  are  on  record,  and  although  the 
lesions  found  have  mostly  involved  the  basal  ganglia  or  the 
the  adjacent  parts,  both  their  nature  and  their  exact  site 

*  The  lordosis  is  cbieily  due  to  the  overaction  of  tlie  tiexors  of  the  thigh, 
Hs  in  pseudo-hypertrophic  paralysis,  but  it  does  not  disappear  entirely  when  he 
sits  down. 
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liave  beeu  so  variable  that  I  cannot  help  thinking  that  iu 
these  cases  the  movements,  etc.,  have  not  beeu  due  directly 
to  the  lesions  found  but  to  secondary  changes  set  up  by  these 
lesions,  probably  in  the  conducting  tracts.  I  have,  however, 
no  new  light  to  throw  on  the  pathology  of  this  disease,  but  I 
think  that  the  fact  that,  as  a  rule,  the  movements  are  more 
marked  in  the  upper  limb,  while  the  stiffness  of  muscles  is 
more  marked  in  the  lower  limb,  is  worth  reflecting  on. 


VI. — A  case  of  Anchylosis  of  the  Lower  Jaio  success- 
fully treated  by  removal  of  a  wedge  from  the  NecJc  of 
the    Condyle.     By  Hekbkrt    W.    Page.     Exhibited 
October  28,  1898. 

GEORGE  C,  then  aged  5,  first  came  to  St.  Mary's  Hospital 
in  June,  1894,  because  of  increasing  stiffness  of  his 
lower  jaw,  the  result  ot  an  abscess,  called  pyasmic,  in  the 
region  of  the  left  temporo-raandibular  articulation,  following 
a  scald  on  his  back  eighteen  months  previously.  He  had 
next  to  no  voluntary  power  of  moving  the  jaw,  but  with  con- 
siderable force  the  incisor  teeth  could  be  separated  a  Quarter 
of  an  inch.  Anchylosis  thus  seeming  to  be  incomplete,  two 
attempts  Avere  made  under  an  anaesthetic  to  open  the  mouth 
with  a  gag,  but  with  small  measure  of  success,  and  an  opera- 
tion was  advised.  The  parents,  however,  were  wishful  that 
attempts  to  restore  movement  by  the  continuous  use  of  a 
dilator  should  be  tried  first,  and  accordingly  he  left  the  hos- 
pital with  instructions  how  to  move  the  jaw,  and  to  return  if 
no  progress  was  made.  I  saw  him  occasionall}^  but  only  to 
note  that  there  was  no  real  improvement,  and  then  for  a  time 
he  was  lost  sight  of.  He  came  back  to  the  hospital  in 
February.  1897,  when  the  condition  of  things  was  decidedly 
worse.  No  movement  could  be  detected  in  either  of  the 
mandibular  joints;  the  mouth  was  practically  closed;  the 
child  could  be  fed  only  by  pushing  food  round  by  the  back 
of  his  teeth,  he  had  seemingly  made  no  growth,  and  looked 
emaciated  and  ill. 

Accordingly  I  proceeded  to  operate,  my  intention  being 
to  resect  both  condyles,  beginning  with  the  left,  in  case  the 
removal   of   that   only  should  suffice.     The  articulation  was 
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exposed  by  ii  rect;in<>'ular  incisicjii^  but  it  soon  beciune  evident 
that  the  condyle  was  niiited  by  bone  to  tlie  glenoid  fossa,  and 
that  without  serious  i-isk  it  would  be  impossible  to  get  it  out. 
I  therefore  removed  with  a  chisel  a  wedge-shaped  piece  of 
bone  from  the  neck  and  adjoining  part  of  the  ramus.  This 
was  a  matter  of  no  small  difficulty,  but  was  happily  accom- 
plished without  injury  to  any  neighbouring  structures.  We 
were  immediately  rewarded  by  obtaining  so  much  movement 
as  to  prove  that  there  was  no  real  anchylosis  on  the  right 
side,  and  the  operation  was  therefore  ended.  Passive  move- 
ments were  begun  forthwith,  and  from  day  to  day  there  was 
unquestionable  improvement  in  voluntary  power.  He  had  a 
good  deal  of  pain,  and  the  wound  suppurated — perhaps  in 
the  circumstances  an  almost  unavoidable  occurrence.  Never- 
theless, as  early  as  ]\Iarch  28,  the  jaw  having  been  forcibly 
moved  under  an  anaesthetic  the  day  before,  it  was  noted  that 
he  was  able  to  open  his  mouth  wide  enough  to  enjoy  the  novel 
experience  of  putting-  out  his  tongue.  By  April  21  he  was 
masticating  food  fairly  well,  and  his  general  appearance  had 
enormously  improved.  So  also  had  his  spirits,  and  the  once 
miserable  little  patient  had  regained  the  playfulness  of  a 
child.  In  the  course  of  a  few  weeks  the  suppuration  ceased, 
and  there  was  happily  no  trouble  from  necrosis  of  bone.  I 
show  him  to-night  with  the  movements  of  his  jaw  practically 
perfect,  and  with  powers  of  mastication  entirely  restored. 


VII. — A  case  of  Extensive  Liqms  of  the  Face  ivhich 
healed  very  raijidlij  under  Thyroid  Colloid.  By  A. 
Pearce  Gould.     Exhibited  October  28,  1898. 

THE  patient,  a  single  woman,  set.  47,  was  admitted  into  ray 
caiacer  ward  at  Middlesex  Hospital,  on  September  7 
of  this  year.  She  was  a  thin,  emaciated  woman  with  a  very 
extensive  lupous  ulceration  of  the  face.  This  ulcer  extended 
vertically  from  the  eyebrows  to  the  mouth,  and  the  angles  of 
the  lower  jaw,  and  horizontally  from  the  back  of  one  mastoid 
process  quite  across  the  face  to  the  same  point  on  the  other 
side  ;  the  back  of  each  pinna  was  also  involved.  Parts  of 
the   septum   nasi   and  cartilages  of  the  aperture  of  the  nose 
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were  destroyed,  the  lower  eyelids  were  drawn  down  and 
everted  to  the  extreme  condition  possible.  The  ulcerated 
surface  was  covered  with  pale  granulations,  and  exuded  a 
clear  discharge.     The  patient  complained  of  constant  pain. 

The  history  she  gave  was  briefly  this  :  since  childhood 
slie  had  suffered  from  enlarged  cervical  glands.  In  1879, 
when  27  years  old,  the  glands  below  the  mastoid  process  ou 
each  side  broke  down,  the  skin  was  then  ulcerated,  and  this 
ulceration  gradually  extended  over  the  face  and  nose  until 
the  two  large  ulcerated  surfaces  coalesced.  She  has  been 
scraped  many  times  with  temporar}'^  benefit  only. 

In  1887  she  was  attacked  with  tubercular  disease  in  the 
left  foot,  which  was  treated  first  by  scraping  and  then  b}' 
amputation  (1890).  In  1892  a  chronic  abscess  formed 
between  the  scapulas,  and  later  on  she  had  chronic  abscesses 
in  the  right  iliac  fossa,  over  the  lower  part  of  the  spine 
(2)  ;  in  the  back  on  the  left  side  (2);  and  in  the  left  leg  (5). 
These  abscesses  had  all  been  healed  for  two  months  before 
her  admission  to  hospital. 

She  was  admitted  to  my  ward  during  my  absence  in  the 
summer,  but  my  house-surgeon,  Mr.  Manuington,  recognised 
the  nature  of  the  case,  and  at  once  (September  8)  ordered  a 
thyroid  colloid  tabloid  (B.  and  VV.)  twice  a  day. 

September  14  it  was  noted  that  ''the  face  is  healing 
rapidly  from  the  edges."  (3  tabloids  a  day  ordered),  and  on 
September  30  "  the  face  has  now  all  healed  over."  From 
that  date  to  the  present  she  has  taken  only  one  tabloid  a  day. 
The  cicatrix  has  undergone,  and  is  still  undergoing,  great 
changes :  at  first  it  was  hard,  the  face  being  hide-bound,  but 
now  it  is  becoming  soft  and  supple,  and  even  the  extreme 
degree  of  ectropion  is  better  than  it  was.  The  patient's 
pain  has  long  ago  all  disappeared,  and  her  general  feeling  of 
well-being  is  a  marked  feature  of  the  case. 

I  have  seen  several  striking  instances  of  the  great  value  of 
thyroid  colloid  in  severe  cases  of  lupus,  but  I  have  never 
befoi'e  seen  one  in  which  such  very  rapid  improvement  took 
place,  and  that  is  my  reason  for  bringing  the  case  under  the 
notice  of  this  society. 

I  may  say  that  the  local  treatment  while  in  the  hospital 
consisted  at  first  of  cleansing  the  surface  with  dilute  car- 
bolic lotion  and  the  application  of  boric  acid  ointment. 
Lately  there  has  been  no  local  application. 
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VIII. — A  case  of  Myxoedema  in  a  Child.     By  Bertram 
Abi^ahams,    M.B.,    B.Sc.       Exhibited    October   28, 

1898. 

THE  patient,  Grace  M.,  set.  7|  years,  was  admitted  into 
the  Evelina  Hospital  on  the  8th  of  last  March  for  pro- 
gressive increase  in  size  and  helplessness. 

Hei-  family  history  presents  no  point  of  significance. 

She  has  always  been  a  dull  child,  not  talking  till  five 
years  old,  or  walking  till  a  year  later.  When  admitted  to 
hospital  she  had  not  learnt  her  A  B  C. 

Her  appearance  was  not  in  any  way  different  from  that 
of  an  ordinary,  but  backward,  child  till  soon  after  Christmas, 
1897,  when  her  abdomen  began  to  swell,  and  her  face  to 
become  bloated.  These  changes  progressed  with  some 
rapidity  during  the  next  ten  weeks,  and  when  admitted  she 
presented  an  extraordinary  appearance. 

She  was  found  to  understand  simple  questions  and  return 
slow  but  correct  answers.  She  could  not  walk  properly,  and 
her  food  had  to  be  crammed  down  her  throat.  Her  dis- 
position was  amiable.  The  face  was  broader  than  it  is  at 
present,  the  nose  more  flattened,  and  the  lips  thicker.  The 
tongue  was  enormous,  filling  the  whole  mouth.  The  limbs, 
and  in  particular  the  extremities,  were  cold  and  reddish-blue. 
The  thyroid  could  just  be  felt.  The  skin  was  dry  and  harsh, 
and  gave  a  sensation  which  was  well  described  as  "  sandy. " 
There  was  much  swelling  of  the  subcutaneous  tissue  all  over 
the  body,  particularly  in  the  legs  and  upper  part  of  the  thorax. 
The  neck  was  stout,  and  its  subcutaneous  tissue  infiltrated. 
The  infiltration  Avas  greatest  in  the  right  supra-clavicular 
region,  where  there  was  possibly  also  some  overgrowth  of  fat. 

There  was  a  faint  trace  of  albumen  in  the  urine ;  the 
patient's  weight  was  forty-two  pounds.  The  temperature 
was  subnormal,  the  pulse  QQ,  the  respirations  averaged  2G. 

She  was  in  hospital  thirty  days,  on  each  of  which  she  took 
three  five-grain  thyroid  tabloids. 

The  change  in  her  appearance  was  immediate  and  remark- 
able. The  weight  went  down  from  42  to  33i  lbs. — a  loss  of 
one-fifth — the  pulse  frequency  rose  from  66  to  108,  the  tem- 
perature, after  a  short  febrile  period,  became  normal,  and  ths 
child's  general  condition  greatly  improved.  She  became 
intelligent,  inquisitive,  and  interested  in  her  surroundings. 
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She   was  able  to   feed   herself,  and   to   play  with  the  other 
children.     The  albumen  disappeared. 

After  her  discharge  she  attended  for  some  little  time  to 
get  her  tabloids,  but  then  ceased  to  come  to  hospital  for  some 
four  months,  at  the  end  of  which  period  she  presented  the 
appearance  which  you  now  see. 

Her  girth  has  agaiu  increased,  and  is  \)0W  25inclies.  The 
face  has  not  relapsed  to  quite  its  former  appearance,  the  lips 
and  tongue  being  much  less  swollen  than  when  she  was  first 
seen.  When  she  left  the  hospital  she  was  ''like  other  children 
mentally."  She  went  to  school,  but  has  since  fallen  back  to 
something  like  her  previous  stupidity. 

There  is  again  a  good  deal  of  subcutaneous  infiltration, 
and  I  would  call  particular  attention  to  the  indurated  and 
inelastic  condition  of  the  muscles.  These,  especially  in 
the  legs,  are  enlarged,  no  doubt  owing  to  infiltration. 

The  weight  is  38  pounds.  The  pulse  is  a  little  slow,  the 
temperature  has  been  subnormal. 

This  case  appears  to  me  to  afford  an  excellent  illus- 
tration of  the  conclusion  arrived  at  in  this  Society's  Eeport 
on  Myxoedema,  a  conclusion  which  has  been  carried 
even  further  by  Ewald,  who  holds,  I  think  correctly,  that 
myxoedema  and  sporadic  cretinism  are  really  identical.  Mr. 
Horsley  has  shown  how,  in  certain  animals,  and  within  given 
limits,  thyroidectomy  can  be  made  to  lead  at  will  to  a  cretinic 
or  a  myxoedematous  condition.  The  fact  that  similar  con- 
ditions lead  as  a  rule  to  cretinism  in  children  and  to 
myxoedema  in  adults  must  be  dependent  upon  nutritional 
factors ;  one  may  cite  in  comparison  the  contrast  between 
the  effects  of  thyroidectomy  in  carnivora  and  herbivora. 
It  seems  to  me  quite  possible  that  if  thyroidectomy  were 
performed  in  a  child — for  any  reason — cretinism  and  not 
myxoedema  Avould  follow. 

This  patient  shows  what  one  should  for  accuracy  terra 
myxoedematous  changes  supervening  in  a  slight  degree  of 
cretinism.  The  absence  of  stunting,  the  mental  condition, 
and  the  tissue-infiltration,  together  with  the  comparatively 
rapid  progress  of  the  later  symptoms,  all  confirm  this  view. 
Lastly,  there  is  the  important  question  of  treatment. 
The  value  of  thyroid  administration  seems  to  me  to  depend 
very  largely  on  the  type  of  the  case.  The  more  cretinic 
the  less  improvement.  And  the  prognosis  in  this  child  is 
good  in  proportion  to  the  preponderance  of  the  myxoedema- 
tous condition. 
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I  ain  itulebted  to  Dr.  Tirard  and  Dr.  Carpenter  for  kind 
permission  to  show  this  case. 

Addendum.  —  The  muscular  induration,  closely  resembling 
that  found  in  pseudo-hypertrophic  paralysis,  has  not,  I 
believe,  been  previously  described  in  these  cases.  Dr. 
Norman  Dalton  has,  however,  alioAved  nie  to  see  notes  of 
and  specimens  from  a  case  which  was  no  doubt  of  an 
exactly  similar  nature,  though  the  diagnosis  of  myxoodema 
was  not  made  at  the  time.  The  muscles  in  this  case  showed 
no  appreciable  change  Avhen  microscopically  examined ;  pre- 
cisely the  same  was  true  of  my  own  patient,  from  whom  I 
Vemoved  a  small  piece  of  the  gastrocnemius.  Dr.  Dalton's 
patient  had,  however,  gelatinous  infiltration  of  the  intestinal 
mucous  membrane. 


IX. — A  case  of  Gumma  of  the  Tongue  in  Congenital 
SijphiUs.  By  Charters  J.  Syjio^nds,  M.S.  Ex- 
hibited October  28,  1898. 

A  GIRL,  get.  17,  exhibited  a  large  mass  in  the  right  half  of 
^  the  tongue,  extending  from  the  large  papilla  to  within 
one  inch  of  the  tip.  It  had  a  deep  irregular  fissure,  with 
ragged  and  grey  edges,  and  was  in  every  way  typical  of  the 
ulcerating  gumma  seen  in  the  acquired  disease.  In  support 
of  the  diagnosis  there  were  notching  of  the  incisors,  and  scars 
about  the  elbow,  from  old  gummatous  deposits.  The  patient 
had  been  under  Mr.  Symonds's  treatment  for  over  three  years, 
being  continuously  under  mercury.  The  deposit  in  the  tongue 
occurred  while  she  was  taking  full  doses  of  mercury. 


X. — A  case  of  Chronic  Superficial  Glossitis  in  Con- 
genital Si/philis.  By  Charters  J.  Symonds,  M.S. 
Exhibited  October  28,  1898. 

A     WOMAN,  ast.  25,  exhibited  the  small  fissures  round  the 
-i\-     edges,  and  the  red  tender  areas  on  the  dorsum,  seen  in 
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the  chronic  glossitis  of  the  tertiary  period.  This  patient  had 
been  under  treatment  at  Guy's  Hospital  since  a  baby  for  all 
the  usual  manifestations  of  congenital  syphilis.  The  mother 
of  this  patient,  who  was  also  exhibited,  showed  typical  syphi- 
litic glossitis. 


XI. — Left  Kemlplegla  associated  with  Atrophy  of  Right 
Optic  Nerve.  By  Leonard  Gr.  Gctthrie,  M.D.  jE",*'- 
hihited  October  28,  1898. 

FEMALE,  get.  22,  always  well  till  March  21,  1898  (die  nona 
post  partum).  Then  three  tits,  in  which  there  was  loss 
of  consciousness  ;  rigidity  followed  by  general  convulsions, 
lasting  about  two  hours.  No  focal  commencement.  Tongue 
not  bitten  and  no  incontinence.  After  third  tit  became 
hemiplegic  on  left  side ;  face,  arm,  and  leg  affected. 
Several  similar  tits  during  the  next  three  months.  Partial 
recovery  of  power  in  left  arm  and  leg.  Three  months  after 
first  fit  she  found  suddenly  that  she  was  almost  blind  in 
the  right  eye. 

Present  condition. — Slight  loss  of  power  in  left  side  of 
face.  Upper  left  extremity  in  condition  of  tonic  mobile  spasm  ; 
increased  on  voluntary  movement.  Reflexes  +.  Fingers 
of  left  hand  widely  separated ;  hand  directed  to  ulnar  side. 
Tactile  sensation  blunted  in  hand  and  forearm.  No  absolute 
anaesthesia.  Some  voluntary  power  of  control  of  spasm.  Left 
leg  spastic.  Great  toe  hj^perextended,  other  toes  flexed,  so 
that  she  walks  on  knuckles.  Knee-jerk  +•  No  ankle  clonus 
on  account  of  spasm  of  tendons. 

Right  optic  disc  very  pale,  excavated,  vessels  small  but 
patent  towards  periphery.  Fundus  good  colour.  Macula, 
fine  superficial  changes,  no  gross  changes.  Vision  greatly 
impaired.     No  cardiac  affection.     Urine  normal. 

Diagnosis. — Probably  occlusion  of  cortical  vessels  of  right 
Sylvian  artery  and  of  right  arteria  centralis  retinae.  All 
lesions  probably  specific. 
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DESCRIPTION   OF   PLATE   XI. 

Illustrating  Mr.  C.  S.  Wallace's  case  of  Bilateral  Bending  of  the 
Femoral  Neck. 
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XII. — A  case  of  Bilateral  BencUng  of  the  Femoral 
Neck.  Under  the  care  of  Mr.  Glutton.  By 
C.  S.  Wallace.     Exhibited  October  28,  1898. 


WB.,  male,  fet.  4  yeai's  and  10  months.  The  mother 
•  stated  that  there  was  nothing-  remarkable  about  the 
child  when  born,  that  he  was  reared  on  cow's  milk,  and  has 
had  several  attacks  of  bronchitis. 

The  child  commenced  to  walk  when  two  years  old,  but 
was  very  slow  to  learn,  and  has  never  managed  more  than  a 
few  steps  at  a  time.  Although  the  feet  at  first  pointed  for- 
wards they  quickly  turned  out  as  the  child  learned  to  walk 
until  the  present  condition  was  attained. 

Present  condition. — 'V\\e  child  stands,  as  a  rule,  with  the 
feet  apart,  and  when  lying-  down  the  outer  sides  of  the  feet 
rest  on  the  bed  in  their  whole  extent.  The  rotation  of  the 
right  leg  is  so  extreme  that  as  the  child  stands  the  patella 
looks  outwards  and  backwards.  In  walking  the  knees  are 
kept  together,  and  the  inner  border  of  the  feet  look  directly 
forwards  ;  the  body  is  swayed  slightly  towards  the  standing 
leg.  An  object  is  picked  up  off  the  ground  by  bending  the 
knees  and  not  by  crossing  the  femora.  The  right  leg  is 
slightly  shorter  than  the  left,  and  both  great  trochanters  are 
slightly  displaced  backwards,  the  left  being  just  above 
Nelaton's  line,  and  the  right  about  half  an  inch.  Internal 
rotation  is  limited,  but  external  rotation  is  fairly  free.  Ab- 
duction is  limited,  and  flexion  of  the  thigh  on  the  abdomen 
IS  free  only  w^hen  combined  with  external  rotation  and 
adduction.  There  is  no  lordosis.  On  the  anterior  aspect  of 
the  thighs  and  just  below  the  centre  of  Poupart's  ligaments, 
can  be  felt  a  resistance  that  is  caused  apparently  by  the 
forward  bending  of  the  femoi-al  necks.  The  shafts  of  the 
femora  are  both  bentforAvard  and  outward,  and  there  is  some 
slight  beading  of  the  ribs. 
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XIII. — Biclcety   Bending   of  XecJis   of  Femora.      By 
F.  C.  Abbott,  M.S.     Exhibited  October  28,  1898. 

RC,  male,  cet.  5,  presents  a  similar  condition  to  that 
•  shown  lay  Mr.  Wallace's  case,  only  in  an  earlier  stage. 
There  is  marked  eversion  of  both  lower  limbs,  due  to  an 
antero-posterior  bend  in  the  femoral  neck,  convexity  forwards. 
This  prominent  neck  can  be  felt  from  the  front  of  the  thigh. 
There  is  limitation  of  adduction  and  of  internal  rotation. 

The  boy  has  well-marked  rickets,  with  anterior  curve  of 
femora  and  genu  valgum.  The  internal  malleoli  are  separated 
3|  inches.  He  has  never  walked  till  last  March,  always  pro- 
gressing on  his  buttocks  with  his  legs  crossed  tailor-fashion. 
I  would  suggest  that  the  weight  of  the  limb  acting  on  the 
femur  in  this  everted  position  has  determined  the  bend  of 
the  neck.  This  present  deformity  will  therefore  follow 
softening  of  the  neck  occurring  before  the  child  walks,  while 
softening  occurring  later  will  cause  the  more  common  form 
of  coxa  vara,  in  which  tliere  is  diminution  in  the  obliquity 
of  the  neck.  The  two  deformities  may,  of  course,  be  com- 
bined, as  in  a  case  shown  on  October  22  last  year. 

No  idea  of  operative  treatment  is  entertained  at  present, 
but  osteotomy  of  the  neck  might  be  performed  later. 


XIV.  —  Case    of  Myositis   Ossificans  foUoivimj  Injury. 
By  J.   HuTCHixsox,  jun.      Exhibited  January    18, 

1899. 

JA^IES  P.,  get.  38,  sustained  a  simple  dislocation  backwards 
of  the  right  elbow,  September  20,  1898.  This  was 
reduced  at  the  London  Hospital,  and  the  arm  kept  on  a  rect- 
angular splint  for  a  week.  At  the  end  of  six  weeks  it  was 
found  that  the  movements  of  the  joint  were  somewhat  limited, 
and  that  there  was  an  abnormal  bony  thickening  in  front  of 
the  bend  of  the  elbow.     This  was  distinctlv  connected  with 
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Skiagraph  from  case  of  Myositis  Ossificans  following  Traumatism, 
shewing  new  bone  in  front  of  the  elbow-joint. 
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the  foreanUj  uiid  moved  upwards  and  dowuwards  with  (lexiou 
and  extension.  It  was  situated  beneath  the  brachial  artery 
and  apparently  in  the  deeper  part  of  the  brachialis  anticus. 
It  corresponded  in  width  to  this  muscle,  and  reached  upwards 
from  three  to  four  inches.  A  skiagraph  (Plate  XII)  showed 
that  it  was  composed  of  bone  of  recent  formation,  and  that 
below  it  touched  the  coronoid  pi'ocess.  It  underwent  little  or 
no  change  in  the  course  of  the  next  three  weeks ;  flexion  was 
checked  by  it  at  an  angle  of  85  degrees,  extension  at  an  angle 
of  160  degrees,  whilst  pronation  was  limited  by  about  20 
degrees.  The  ptitient  was  sure  that  i)efore  the  accident  there 
had  been  nothing  amiss  with  the  elbow.  ISo  much  were  the 
movements  of  the  elbow-joint  interfered  with  that,  apart 
from  the  size  oi  the  mass  of  bone,  it  seems  most  improbable 
that  the  patient  should  have  been  unaware  of  its  existence 
had  it  been  present  before.  Conclusive  evidence  of  its 
recent  formation  was  afforded  by  the  skiagraph,  in  which  the 
opaque  shadow  corresponding  to  the  new  bone  has  a  want  of 
definition  and  indistinctness  characteristic  of  recent  ossifica- 
tion. This  is  the  more  noticeable  the  further  one  gets  from 
the  elbow-joint,  and  at  the  upper  end  the  bone  appears  to  be 
arranged  in  trabeculge.  That  the  humerus  is  quite  free  from 
any  implication  is  shown  by  a  clear  light  space,  about  one 
fifth  of  an  inch  across,  which  intervenes  on  the  skiagraph. 
Nothing  whatever  in  the  patient's  previous  histor}^  threw  any 
light  on  the  case.  When  the  new  bone  was  first  noticed  it 
was  suggested  that  at  the  time  of  the  backward  dislocation 
the  coronoid  process  might  have  been  fractured  and  the  ossi- 
fication developed  in  connection  with  this  fracture.  How- 
ever, this  view  is  negatived  by  the  skiagraph.  So  far  as  I 
am  aware,  nothing  positive  is  known  as  to  the  cause  of  true 
myositis  ossificans,  but  that  the  localised  form  may  result 
from  iujurj^  or  partial  rupture  of  a  muscle,  with  its  attendant 
extravasation  of  blood,  is  proved  by  several  recorded  cases. 
Some  of  these  have  occurred  in  the  brachialis  anticns,  and  by 
German  writers  have  been  referred  to  as  Exercier-Knochen. 
(See  Duplay  and  Reclus,  Traite  de  Chlrurgie,  vol.  i,  p.  779.) 
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XV. — Case   of  Mijositis    Ossificans    Traumatica.      By 
Fkedeeic  Eye. 

HISTORY. — George  H.,  jet.  24,  a  healthy  looking  young 
man,  was  admitted  to  the  London  Hospital  on  Ma}'  18, 
1898,  with  a  considerable  swelling  of  the  right  thigh.  On 
March  23,  nearly  eight  weeks  previously,  he  received  a  kick 
on  the  thigh  from  a  horse.  The  skin  was  not  broken  and  he 
Avas  able  to  continue  his  work,  but  a  considerable  swelling, 
evidently  a  hasmatoma,  appeared  immediately.  This  gradu- 
ally subsided,  but  an  enlargement  remained. 

Condition  on  admission. — Occupying  the  middle  and  upper 
part  of  lower  two  thirds  of  the  thigh  was  a  firm  swelling,  most 
prominent  in  front,  but  also  extending  round  on  each  side. 
It  was  immoveable,  apparently  connected  with  the  bone,  and 
the  rectus  femoris  was  free  above  it.  Xo  heat  or  distension 
of  veins  existed.  Xo  enlarged  glands.  Flexion  of  the  knee 
was  much  restricted  and  complete  extension  was  impossible. 
The  patient  thought  that  the  thigh  Avas  not  increasing  in  size. 
Owing  to  muscular  wasting  its  circumference  was  only 
moderately  increased. 

A  Eontgen  photograph  showed  that  the  femur  was  not 


Fig.  y. 


thickened,  and  its  anterior  outline  was  clearly  defined.  In 
front  of  it  and  continuous  with  the  shaft  a  mass  with  ill- 
defined  outline,  which  arrested  the  rays  partially  (osseous) , 
was  visible.  The  condition  of  the  thigh  to  palpation  was 
like    that    usually    associated    with  ossifying   sarcoma.     But 
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againsttliis  view  were  the  factsthat  the  swellingwas  stationary, 
aud  the  outline  of  the  femur,  as  shown  by  the  X  rays,  was 
-well  defined,  althoui^h  a  inagnifyiug-ghiss  showed  slight 
irregularities  in  the  photograph. 

To  settle  the  diagnosis  an  exploratory  incision  was  made. 
On  chiselling  away  a  piece  of  the  osseous  growth,  a  thin  layer 
of  atrophied  muscle  and  fibrous  tissue  was  found  between  it 
and  the  femur.  The  microscope  showed  trabecuhe  of  well- 
developed  bone,  with  lacunae,  and  intervening  medullary 
spaces.  The  muscle  bundles  in  the  neighbourhood  had  dis- 
appeared or  undergone  hyaline  degeneration.  The  peri-  and 
endo-mysium  was  much  increased,  and  in  parts  the  muscle 
was  replaced  by  richly  nucleated  connective  tissue. 

•June  6. — The  osseous  mass  was  removed  thi-ough  a  longi- 
tudinal incision.  It  lay  in  the  substance  of  the  crureus,  and 
on  each  side  passed  into  the  vasti.  On  its  under  concave 
surface  was  a  smooth  area  two  inches  in  length,  which  was 
firmly  attached  to  the  surface  of  the  femur.  Beyond  this 
area  the  wings  or  edges  were  separated  by  altered  muscle 
from  the  femur. 

The  length  of  the  piece  of  bone  was  4  inches,  its  greatest 
breadth  2  inches,  and  its  thickness  where  attached  to  femur  2 
inches.  The  divided  muscles  were  brought  together  with 
silk,  and  the  skin  wound  closed.  Primary  union.  Almost 
complete  restoration  of  mobility  resulted. 

Ifemarks. — The  process  of  ossification  which  formed  this 
bony  mass  evidently  started  from  the  periosteum  of  the  femur 
and  then  extended  into  the  muscle,  owing  to  the  injury  to  that 
structure.  The  sequence  of  events  was  probably  as  follows  : 
— as  the  result  of  the  blow  the  muscle  was  contused  and 
lacerated,  and  the  periosteum  damaged,  perhaps  torn.  Blood 
was  freely  effused  into  the  muscle.  This  was  absorbed  and 
organised  by  immigrant  connective-tissue  cells,  while  at  the 
same  time  the  neighbouring  bruised  muscle  wasted  and 
underwent  fibrosis.  Bone  formation,  starting  from  the  peri- 
osteum, traversed  the  newly-formed  connective  tissue,  and 
ultimately  extended  into  the  muscle  which  was  undergoing 
fiibi-oid  transformation.  This  would  be  prone  to  take  place, 
just  as  calcification  occurs  in  poorly  vascularised  and  degene- 
rated structures  which  have  been  in  part  transformed  into 
fibrous  tissue.  There  was,  in  fact,  an  ossifying  Jiiyositis  in 
the  sense  that  progressive  bone  formation  took  place  in 
muscle,  which,  as  the  result  of  damage  to  its  vitality  by 
injury,  was   passing    through   the    phases    of    fibrous   meta- 
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plasia.  But  it  may  be  assumed  that  no  ossification  would 
have  occurred  if  periosteum  contiguous  to  the  injured 
structures  had  not  also  been  involved. 

Such  a  local  ossification  of  muscle  has  no  relation  to  the 
multiple  progi-essive  ossification  of  muscles,  which  nearly 
always  commences  in  early  life,  and  is  sometimes  congenital 
(myositis  ossificans  progressiva). 

The  diagnosis  from  ossifying  sarcoma  would  have  been 
impossible  without  a  skiagraph  and  exploration.  Indeed, 
before  he  came  under  my  care  he  had  been  asked  to  submit 
to  amputation  of  the  thigh,  after  an  exploratory  incision 
had  been  made  as  a  preliminary  step. 


XVI.  —  A  case  of  Enlarged  Spleen  with  Thrill  and 
Bruit.  By  Raymond  Ckawfurd,  M.D.  Exhibited 
January  13,  1899. 

PATRICK  H.,  male,  a3t.  52.  lu  this  patient,  who  has  been 
resident  for  many  years  in  Bengal,  there  is  a  lengthy 
history  of  repeated  attacks  of  malaria  over  a  period  of  fifteen 
years.  Since  his  return  to  England  in  189-1-,  he  has  from 
time  to  time  suffered  from  recurrence  of  the  fever.  He  has 
been  conscious  of  the  splenic  enlargement  for  some  ten  years, 
but  in  the  last  twelve  months  of  his  residence  in  Bengal  the 
spleen  underwent  rapid  further  increase  in  size.  When  I 
first  saw  him  eighteen  months  ago,  the  splenic  area  com- 
menced at  the  upper  border  of  rib  9  in  the  mid-axilla,  and 
extended  to  li  inches  below  the  umbilicus,  and  Avithin  an 
inch  of  the  mid-line  in  fvont;  the  notch  in  the  edge  could  be 
clearly  felt.  At  that  time  the  same  thrill  and  bruit  as  now 
were  present,  and  during  the  eighteen  months  that  I  have 
watched  him  there  has  been  no  material  alteration  in  their 
characters.  There  is  a  continuous  purring  thrill  over  a 
circular  area  some  4  inches  in  diameter  above,  and  to  the 
splenic  side  of  the  umbilicus  ;  the  point  of  maximum  intensity 
is  about  \h  inches  to  the  splenic  side,  and  2  inches  above  the 
umbilicus,  and  this  point  appears  to  be  just  internal  to  the 
anterior  edge  of  the  spleen  ;  the  thrill  is  intensified  by  pres- 
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sure.  Tliei'e  is  also  a  continuous  hum,  apparently  venous, 
that  may  be  heard  over  at  leiist  the  anterior  lialf  of  the 
spleen  avvay  up  into  the  epigastrium,  and  even  beyond  the 
epigastrium  into  the  confines  of  the  right  hypochondrinni; 
its  point  of  maximum  intensity  coincides  with  that  of  the 
thrill,  and  like  the  thrill  it  is  intensified  by  pressure.  Neither 
thrill  nor  bruit  are  obviously  modified  by  position  or  by  the 
taking  of  food,  but  both  are  slightly  intensified  after  exercise. 
The  bruit  has  the  familiar  characters  of  the  hruit  de  cUahle. 
In  some  positions  a  systolic  bruit  can  be  heard  over  the 
hinder  part  of  the  spleen,  but  this  varies  considerably  with 
the  patient's  position,  and  seems  to  be  transmitted  by  the 
eidarged  spleen  from  the  aorta. 

Are  this  thrill  and  bruit  produced  within  the  spleen  or 
external  to  it  ?  Their  situation  Avould  suggest  the  latter, 
their  character  Avould  suggest  a  venous  origin.  If  venous, 
presumably  they  arise  in  the  splenic  vein.  There  is  no 
clinical  evidence  to  show  that  an  alteiation  in  the  character 
of  the  blood  in  the  splenic  vein  will  produce  these  effects,  as 
they  are  not  found  in  other  conditions  in  which  the  blood  is 
profoundly  altered  along  with  enlargement  of  the  spleen. 
The  only  other  conceivable  cause  is  some  alteration  of  the 
calibre  of  the  splenic  vein,  either  local  or  general.  The 
splenic  vein  is  one  which  very  readily  undergoes  dilatation  ; 
the  increased  vascularity  of  digestion  necessitates  a  large  and 
readily  distensible  vein,  and  in  a  case  of  marked  congestion 
of  the  spleen,  such  as  we  have  here,  this  need  is  still  further 
intensified.  Such  a  general  dilatation  of  the  splenic  vein 
might  conceivably  produce  the  thrill  and  bruit,  but  they 
would  be  far  more  intelligible  with  such  a  local  dilatation  as 
is  found  in  aneuiysmo-varix  or  in  varicose  aneurysm.  I  find 
some  confirmation  of  this  in  a  case  of  arterio-venous  aneu- 
rysm of  the  splenic  vessels  recorded  by  Goodhart  in  the 
Transactions  of  the  Pathological  Society  of  London,  1889. 
In  this  case  there  was  a  well-marked  thrill  over  the  abdomen, 
and  a  loud  blowing  murmur  like  the  venous  hum  in  the  neck, 
heard  over  the  splenic  area;  there  was  also  an  arterial  bruit 
synchronous  with  the  cardiac  systole.  I  would  suggest  that 
possibly  we  may  here  have  a  similar  condition  of  things. 

It  is  unlikely  that  the  phenomena  are  produced  within  the 
spleen.  However,  Mosler  and  Griesinger  {Ziemsscn's  Cyclo- 
pedia, vol.  viii,  p.  352)  have  observed  continuous  venous 
bruits  over  the  spleen  in  the  state  of  acute  congestion ; 
indeed,  Mosler  suggests  that  it  is  present  in  the  cold  stage  of 
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intermittent  fever  in  every  case.  I  have  failed  to  find  a 
single  instance  of  tliis  in  the  few  cases  of  acute  malarial 
fever  that  have  come  under  my  notice.  Mosler,  however, 
distinctly  states  that  he  has  never  heard  this  bruit  in  chronic 
enlargements  of  the  spleen,  such  as  this  case.  Gerhardt 
mentions  pulsation  and  bruit  over  the  spleen  in  a  case  of  leu- 
cli^emic  enlargement.  Similar  extra-visceral  bruits  have 
been  recorded  in  the  hepatic  area  in  cases  of  cirrhosis  of  the 
liver,  and  have  usually  been  referred  to  the  opening  up  of 
collateral  venous  channels.  Even  if  such  an  explanation 
hold  good  in  the  case  of  the  liver,  it  is  impossible  to  apply  it 
to  the  spleen. 


XVII. — Anterior  Displacement  of  Tiiherculous  Wrist 
with  Jormation  of  a  False  Joint  (with  sldagraphs  and 
stereoscopic  photographs  hy  Mr.  MacJcenzie  David- 
son). By  H.  J.  CuKTis.  Exhibited  January  13, 
1899. 

PERSONAL  HISTORY.— The  patient,  who  is  a  woman 
set.  28,  is  subject  to  colds  and  a  bad  cough. 

Family  history. — Negative. 

History  of  the  present  illness. — The  patient  first  noticed 
the  right  wrist  painful  and  stiff  in  1803.  The  fingers  became 
stiff,  cold,  and  useless.  There  Avas  no  swelling  or  other 
evidence  of  disease. 

In  ^lay,  1894,  the  stiffness  became  marked,  and  a  lump 
appeared  on  the  outer  side  of  the  wrist.  There  was  no  pain. 
Slight  limitation  of  movement  in  the  wrist-joint  was  then 
noticed. 

In  April,  1895,  she  went  to  a  London  hospital,  when  she 
was  told  that  the  wrist  was  tuberculous,  but  not  dislocated. 

On  June  19,  1895,  an  operation  was  done  on  the  wrist, 
the  lower  end  of  the  radius  was  scraped,  leaving  a  mere  shell 
of  bone.  The  cavity  left  was  stuffed  with  gauze.  The 
patient  was  discharged  on  June  29,  with  the  wound  healing. 
It  did  not  finally  close,  however,  till  September,  1895. 

In  November,  1897,  through  a  fall  downstairs,  the  outer 
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side  of  the  wrist  was  cut  by  a  stone  jar.  The  scar  is  visible 
over  the  lower  end  of  the  radius  at  its  external  aspect. 

Healing  of  this  wound  did  not  take  place  till  April,  1898, 
when  the  glands  in  the  right  axilla  were  noticed  to  be  en- 
larged. 

Present  state  (January,  1899). — The  patient  is  a  woman, 
get.  28,  who  was  operated  on  for  tuberculous  disease  of  the 
right  wrist-joint  at  one  of  the  London  hospitals  in  1895. 
She  has  come  to  University  College  Hospital  to  know  if  any- 
thing can  be  done  to  improve  the  mobility  of  the  joint. 

There  are  two  scars,  one  in  front  of  the  lower  end  of  the 
radius,  the  distal  portion  being  the  spot  where  the  skin 
ulcerated  through  in  the  first  place,  the  proximal  part  being 
the  line  of  the  incision  made  at  the  operation  in  1895.  The 
other  scar  is  over  the  outer  border  of  the  radius  and  is  irre- 
gular. It  is  attributed  by  the  patient  to  an  incised  wound 
after  a  fall. 

On  examination  of  the  back  of  the  right  wrist-joint,  the 
lower  extremities  of  the  forearm  bones,  particularly  the  radius, 
are  found  to  be  greatly  enlarged,  and  owing  to  the  prominence 
thus  caused  there  is  marked  deformity,  suggesting  at  once 
that  the  hand  is  dislocated  forward.  On  the  palmar  aspect, 
however,  there  is  little  or  no  corresponding  deformity,  so 
that  the  diagnosis  of  dislocation  Avas  at  first  doubted  by  some 
who  have  seen  the  case. 

Measurements  show  the  lengths  of  the  forearm  bones  to 
be  the  same  on  the  two  sides ;  but  there  is  shortening  to 
the  extent  of  three  quarters  of  an  inch  on  the  right  side  com- 
pared with  the  left,  when  the  interval  between  the  external 
condyle  of  the  humerus  and  the  head  of  the  third  metacarpal 
bone  is  estimated.  Further,  in  spite  of  the  comparative 
absence  of  deformity  on  the  anterior  aspect  of  the  wrist, 
except  for  the  prominence  due  to  the  contracted  dexor  carpi 
i-adialis  tendon,  the  trapezium  can  be  distinctly  felt  in  front 
of  the  lower  end  of  the  radius.  The  absence  of  obvious 
deformity  must,  therefore,  be  due  to  the  carpus  having 
moulded  for  itself  a  new  joint  in  the  softened  forearm  bones. 

The  history  of  the  original  operation,  subsequently  ob- 
tained, would  seem  to  point  to  this  displacement  having  fol- 
lowed the  scraping  out  of  a  large  focus  of  tuberculous  disease 
at  the  lower  end  of  the  radius  which  was  described,  in  the 
notes  of  the  case  sent  me,  as  forming  a  mere  shell. 

Confirmation  of  the  vicAvs  expressed  above  as  to  the 
existence  of  actual  dislocation,  with  formation  of  a  false  joint, 
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is  afforded  by  the  skiagraphs  and  stereoscopic  photographs, 
for  which  I  am  so  much  indebted  to  the  kindness  of  Mr. 
Mackenzie  Davidson. 

They  show  the  carpus  to  be  obviously  lying  in  front  of 
the  lower  end  of  the  forearm  bones,  the  anterior  aspect  of 
the  radius  being  bevelled  from  before  backwards  and  down- 
wards, and  moulded  to  the  scaphoid  and  lunar  bones;  whilst 
the  inferior  radio-uhiar  articulation  is  largely  eaten  away  by 
disease.  The  pyramidal  lies  in  front  of  the  extensively  dis- 
eased lower  end  of  the  ulna;  and,  like  the  lunar  and  scaphoid 
bones,  it  is  slightly  carious. 

The  advantages  of  combining  two  skiagraphs,  taken  from 
slightly  different  positions,  in  a  stereoscope  (devised  by  Mr. 
Davidson)  were  well  demonstrated  in  this  difficult  case. 

There  is  slight  power  of  flexion  and  extension  at  the  wrist 
and  also  of  pronation,  and  supination.  The  deformity  poste- 
riorly seems  partly  responsible  for  the  limited  extension. 

Apart  from  the  wrist,  there  are  several  enlarged  tuber- 
culous glands,  one  breaking  down,  in  the  right  axilla;  and  at 
the  apices  of  the  two  lungs  there  are  moist  sounds,  broncho- 
phony and  pectoriloquy,  most  marked  on  the  right  side. 

With  these  signs  of  active  mischief  elsewhere,  no  opera- 
tion to  improve  the  mobility  of  the  wrist-joint  can  be  thought 
of  at  present ;  and  it  is  doubtful  whether  any  operation  would 
be  advisable  in  the  future,  lest  the  last  state  be  worse  than 
the  fii'st. 


XVIII.— .1  case  of  Pemjjhiijiis.  By  J.  S.  Richards,  M.D. 
Exhibited  Jaiiuari/  13,  1899. 

THE  patient  was  a  man,  aet.  62.  The  disease  appeared  to 
have  originated  in  the  larynx  and  lower  pharynx,  and 
had  remained  limited  to  that  region  and  the  fauces  for  six 
months  before  it  appeared  upon  the  skin. 

Early  in  May,  1898,  the  man  first  experienced  a  "  rough- 
ness of  the  throat,"  and  a  sensation  of  a  persistent  crumb  in 
it,  which  he  referred  to  a  point  on  a  level  with  the  upper 
border  of  the  thyroid  cartilage. 

On  June  6  he  was  suffering  from  cough  and  dysphagia, 
and    expectorated    quantities    of    mucus    often    tinged  with 


DESCRIPTION   OF   PLATE   XIII. 

Illustrating  Mr.  H.  J.  Cnrtis's  case  of  Anterior  Displacement  of 
Tuberculous  "Wrist  with  formation  of  a  False  Joint. 

The  marked  deformity  at  the  back  of  the  wrist,  with  comparative 
absence  of  the  same  in  front,  is  well  seen  in  the  skiagraph  (by  Mr. 
Mackenzie  Davidson). 

A  stereoscopic  combination  of  two  such  skiagraphs,  taken  from 
slightly  different  points  of  view,  shows  the  scaphoid  and  lunar  lying 
in  front  of  tte  extensively  diseased  lower  end  of  the  radius,  moulded 
to  receive  them,  the  pyramidals  lying  in  front  of  the  similarly  involved 
lower  end  of  the  ulna. 

The  scaphoid,  lunar,  and  pyramidal  are  slightly  carious. 

The  use  of  the  stereoscope  greatly  facilitated  the  examination  of 
the  diseased  bones. 
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blood.  There  was  superficial  erosion  of  the  mucous  membrane 
of  the  fauces  and  pliai-yugeal  wall,  and  the  interarytenoid 
and  aryteuo-epiglottidian  folds  were  so  swollen  as  to  obstruct 
all  view  of  the  glottis,  and  presented  numerous  yellowish 
patches  which   bled  readily. 

On  July  16  a  large  Haccid  bulla  appeared  upon  the  palate. 
It  speedily  disappeared,  leaving  an  erosion. 

On  July  31  the  mucous  membrane  of  the  epiglottis 
appealed  loose  and  wrinkled,  and  an  irregular  yellowish 
projection  was  seen  just  above  the  position  of  the  left  false 
cord. 

Karly  in  September  the  disease  had  nearly  disappeared, 
and  the  patient  took  solid  food  comfortably. 

By  the  end  of  the  month  the  whole  condition  reappeared, 
and  in  addition  a  succession  of  large  blebs  appeared  on  the 
inner  surfaces  of  the  cheeks  and  lips,  and  he  suffered  from 
nasal  obstruction,  with  discharge  of  muco-pus  and  blood. 

On  November  4  a  bulla  appeared  upon  the  back  of  the 
right  wrist;  on  November  12  a  second  on  the  back  of  the 
left  wrist.  These  two  bullas,  together  with  three  which  have 
recently  appeared,  upon  the  skin  of  the  throat,  constitute  the 
whole  affection  of  the  skin  so  far. 

The  patient  states  he  has  passed  blood  frequently  by 
rectum,  but  there  is  only  one  external  pile  and  no  evidence 
of  internal. 

The  patient  has  suffered  much  from  pain,  salivation,  and 
the  difficulty  of  deglutition. 

His  weight,  usually  9  st.  6  lbs,,  is  now  8  st.  4  lbs. 


XIX. — A  case  of  Progressive  Muscular  Atrophy  of  the 
Peroneal  Ti/pe,  occurring  after  Measles  in  a  hoy  cet. 
7  years.  By  F.  E.  Batten,  M.D.  Exhibited  January 
13,  1899. 

FS.j  a  schoolboy,  a3t.  7,  was  admitted  to  the  Children's 
•      Hospital,  Great  Ormond  Street,  under  the  care  of  Dr. 
Lees. 

The   boy  was  quite  well  till  he  was  three  years  old,  he 
then   had  a  severe  attack  of  measles,  followed  by  bronchitis 
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and  pneumonia,  and  was  very  ill  for  some  two  months.  A  few 
weeks  after  recovery  from  measles  the  mother  noticed  that 
the  boy  drag"ged  the  left  leg  while  walking ;  he  complained 
of  no  pain  or  numbness  of  the  limbs.  Seven  months  later 
the  right  leg  became  affected,  but  the  child  has  always  been 
able  to  get  about.  When  four  years  old  he  was  put  into 
irons  and  these  he  wore  till  a  few  weeks  ago.  Five  or  six 
months  ago  the  boy  began  to  lose  power  in  the  hands,  and  he 
was  unable  to  lift  things  with  his  fingers,  the  mother  stating 
that  his  hand  was  like  a  bird's  claw.  The  wasting  of  the 
lower  limbs  has  become  more  marked  during  the  past  eighteen 
months.  He  is  a  full  term  child,  the  eldest  living  child  of  a 
family  of  live,  the  first  child  having  died  at  the  age  of  nine 
months  of  measles.     All  the  other  children  are  healthy. 

Present  condition. — The  boy  is  a  fairly  nourished  child  of 
average  intelligence.  His  head,  eye,  face,  tongue,  and  palate 
muscles  present  no  abnormality.  He  can  whistle  well.  All 
movements  of  the  upper  and  fore- arm  are  well  performed 
and  the  muscles  of  the  shoulder  and  upper  arm  are  well  de- 
veloped. There  is  slight  tendency  to  wrist-drop  in  both 
hands,  the  grasp  is  fairly  good,  but  there  is  some  Aveakness 
of  both  the  extensors  and  flexors  of  the  wrist.  There  is 
marked  wasting  of  the  thenar  and  hypothenar  muscles  of 
both  hands  and  also  of  the  interossei.  The  boy  is  able  to 
oppose  the  thumb  and  little  finger,  and,  although  abduction 
and  adduction  of  the  thumb  caa  be  performed,  both  are  very 
weak.  The  condition  is  practically  symmetrical  in  the  two 
hands. 

In  the  legs  there  is  marked  wasting  of  all  the  muscles 
below  the  knee.  The  boy  can  extend  and  flex  the  knee  fairly 
well,  but  is  unable  to  dorsi-flex  or  extend  the  foot,  and  it 
tends  to  assume  the  position  of  equino-varus.  The  boy  walks 
with  considerable  difiiculty  and  in  a  characteristic  manner, 
raising  the  legs  high  in  order  to  prevent  the  toes  dragging 
on  the  ground.  He  is  unsteady  when  walking,  and  stands 
with  his  feet  far  apart,  but  his  unsteadiness  is  not  increased 
by  closing  the  eyes.  When  placed  on  the  floor  and  asked  to 
rise,  he  sits  up,  flexes  his  legs,  throws  his  balance  forward, 
and  then  rises  without  attempting  to  use  his  hands  to  extend 
the  thighs.  Thighs  measure,  4  inches  above  upper  border 
of  patella,  10 j  inches.  Calves  measure,  2  inches  below  lower 
border  of  patella,  6j  inches. 

The  dorsal  and  abdominal  muscles  act  normally. 

No  fibrillary  tremors  have  been  noted  in  the  muscles. 
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There  is  very  little  cyanosis  of  the  limbs  and  no  vaso- 
motor disturbance.  Sensation  is  perfect  to  all  forms  tactile, 
heat,  and  cold,  and  the  faradic  current;  muscular  sense  is 
normal.  There  is  no  tenderness  on  pressure  of  the  muscles 
or  the  nerve-trunks. 

Rejiexes. — Knee-jerks  present,  equal,  not  active.  Tendo 
Achilles  jerk  not  obtained.     Plantar  reflex  almost  absent. 

Cremasterics  active.     Abdominal  active. 

Urinary  and  rectal  functions  naturally  performed. 

Electrical  reactions. 

To  faradism  there  is  total  loss  of  reaction  to  the  strongest 
faradic  current  (boy  under  chloroform),  in  all  the  muscles 
below  the  knee  in  both  legs,  and  in  all  the  small  muscles  of 
the  hands. 

To  galvanism  there  is  great  diminution  in  response  to  the 
current  in  all  the  muscles  of  the  hands,  the  K.C.C.  being  equal 
to  the  A.C.C.  In  the  muscles  of  the  leg  no  reaction  can  be 
obtained  except  in  the  gastrocnemius,  and  there  the  response 
is  very  slight,  the  K.C  C.  being  about  equal  to  the  A.C.C.  No 
true  R.D.  could  be  demonstrated.  The  thigh,  forearm,  and 
upper  arm  muscles  act  normally. 

ReniarJcs. — Tiie  case  is  one  of  a  well-recognised  group  of 
muscular  atrophies  first  described  in  this  country  by  Dr. 
Ormerod,  in  a  paper  entitled  "  Muscular  Atrophy  after 
Measles  in  Three  Members  of  a  Family."  Dr.  Tooth,  in  a 
critical  digest  on  the  subject,  from  the  most  frequently  and 
primarily  affected  muscle,  named  them  "  the  progressive 
muscular  atrophy  of  the  peroneal  type."  Dr.  Herringham  has 
described  a  family  in  which  the  disease  occurred  in  twenty 
cases  in  five  generations. 

The  pathology  is  based  on  four  or  five  cases,  and  in  none 
has  any  lesion  been  found  in  the  antei'ior  horn  cells  of  the 
spinal  cord.  Changes  have  been  found  in  the  peripheral 
nerves  and  the  posterior  columns  of  Goll.  In  the  more 
recent  observations  of  Dubreuilh  changes  were  found  in  the 
peripheral  nerves,  and  only  a  slight  increase  in  the  glia 
tissue  of  the  columns  of  Goll,  and  no  destruction  of  nerve 
fibres. 


VOL.  xxxir.  16 


242  Clinical  Cases. 


XX. — Two  eases  of  Complete  Ht/pospadias  vntli  Split 
Scrotum  in  children  of  the  same  family,  ^j  Thomas 
H.  Kellock.     Exhibited  January  13,  1899. 

JS.  and  M.  S.,  set.  respectively  6  and  2^  years,  are  the 
•  youngest  members  of  a  large  family;  the  father  and 
mother  both  had  eleven  brothers  and  sisters,  but  neither 
among  them  or  their  children  (who  are  numerous)  have  there 
been  any  deformities  of  any  kind. 

The  mother  of  these  children  has  been  married  twenty-six 
years  and  has  had  nine  children  and  four  miscarriages.  Tlie 
first  three  children  were  males ;  the  fourth  a  female,  now 
set.  17,  Avho  is  said  to  be  quite  normal  and  to  menstruate 
regularly ;  the  fifth  and  sixth  were  males ;  the  seventh  a 
female,  who  died  at  the  age  of  two  years,  and  is  said  to  have 
been  quite  perfect ;  the  children  now  shown  complete  the 
family. 

When  the  elder  of  these  two  children  was  born,  the 
mother  was  attended  only  by  a  midwife,  who  noticed  that  for 
some  time  the  genitals  were  much  swollen;  it  was  considered 
to  be  a  girl  and  christened  as  such,  but  at  the  age  of  three 
months  the  testicles  were  found  to  be  present  on  both  sides, 
and  consequently  from  that  time  he  has  been  treated  as  a 
boy. 

With  regard  to  the  younger  child,  nothing  had  been 
noticed  to  be  wrong  until  quite  recently,  and  it  has  been  con- 
sidered and  treated  as  a  girl. 

The  mother  considers  it  possible  that  the  causation  of  the 
deformity  may  have  been  in  the  case  of  the  elder  child  a  great 
desire  on  her  part  that  it  should  be  a  girl,  and  in  the  case  of 
the  younge:-,  brooding  over  the  deformity  of  the  elder. 

The  condition  of  the  two  children  is  now  very  much  alike. 
There  is  a  small,  ill-developed  penis,  markedly  curved  down- 
wards, as  is  always  the  case  where  hypospadias  is  of  any 
extent ;  a  definite  glans  ;  a  groove  on  the  under  surface  of 
the  penis  lined  with  mucous  membrane  ;  the  scrotum  is  com- 
pletely divided,  containing  dartos  tissue,  as  evidenced  by  its 
contractility  when  exposed  to  cold  ;  the  urethra  is  very  short, 
leading  almost  directly  from  the  posterior  part  of  the  divided 
scrotum  into  the  bladder;  the  perinteum  is  well  formed,  and 
per  rectum  no  uterus  can  be  felt  in  either  case. 
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The  contents  of  the  scrotum  differ,  liowever,  in  the  two 
cases  :  in  the  elder  child  the  testicles  are  present  and  a  well- 
marked  cremasteric  reflex  can  be  obtained  ;  in  the  younger 
there  are  no  testicles  to  be  felt,  but  in  the  scrotum,  especially 
on  the  i-iglit  side,  something  can  be  felt  which  is  possibl}' 
epididymis,  and  no  cremasteric  reflex  is  obtained. 

Both  children  have  perfect  control  over  their  bladders. 


XXI. — A  case  of  Progressive  Muscular  Atrojihy  of  un- 
usual distrihution.  By  J.  J.  Pekkins,  SI.D.  Ex- 
hibited January  13,  1899. 


"ll/TALP],  get.  48,  painter. 


Previous  history. —  Sixteen  years  ago,  malaria.  Seven 
years  ago,  a  fall  from  a  height  of  six  feet,  laid  up  three  weeks  ; 
no  fracture. 

No  history  or  symptom  of  lead  poisoning  or  syphilis. 

Present  illness. — Four  years  ago  noticed  a  feeling  of  cold- 
ness round  the  loins  at  times  and  in  the  feet.  These  feelings 
increased  in  frequency,  and,  varied  by  sensations  of  heat, 
have  formed  a  marked  feature  of  the  case. 

Two  years  ago  first  noticed  weakness  in  back  and  legs, 
shown  by  increasing  inability  to  mount  a  step  or  ladder. 

During  the  last  two  years  has  on  several  occasions  passed 
his  water  while  asleep. 

Three  months  ago  oedema  of  the  legs,  which  disappeared 
under  cardiac  stimulants. 

Present  condition. — Lordosis  of  the  lumbar  spine  in  the 
erect  position.  Rises  from  the  floor  by  pushing  himself  into 
a  squatting  position  by  means  of  his  arms,  and  then  extends 
the  hips  by  pushing  off  with  the  hands  from  the  thighs. 

Muscles  involved. — The  affection  is  almost  symmetrical  on 
the  two  sides  of  the  body  and  is  most  severe  in  the  erector 
spinfe  and  glutei,  which  are  much  wasted  and  very  weak. 

There  is  a  widespread  slight  wasting  and  weakness  in  the 
other  muscles,  but  to  a  much  less  extent  than  in  those  men- 
tioned. 

Among  the  muscles  so  affected  are  those  of  the  thigh  and 
calf,  together  with  the  extensors  of  the  toes,  and  the  muscles 
of  the  shoulder-girdle  and  upper  parts  of  the  trunk.  The 
right  seri'atus  magnus  has  practically  disappeared. 
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Tlie  forearm  and  hand  muscles  have  almost,  if  not  quite, 
escaped.     No  bulbar  symptoms. 

Diaphragm  and  intercostals  unaffected. 

Knee-jerks  present,  but  elicited  only  with  great  difficulty 
and  after  repeated  trials. 

Fibrillary  tremors  present. 

Sensation  unaifected. 

Electrical  reactions. — ]\[uch  reduced  to  both  currents, 
more  so  to  the  faradic  than  to  the  galvanic. 


XXII. — Three  cases  of  Shortening  and  Eversion  of  the 
Lower  Extremity  depending  upon  changes  in  the 
Neck  of  the  Femur.  By  Rickman  J.  Godlee,  M.S. 
Exhibited  January  13,  1899. 

MY  reason  for  bringing  these  three  cases  before  the  Society 
is  not  in  the  slightest  degree  to  call  in  question  the 
existence   of  coxa  vara,  but  to  hint  that  some  of  the  cases 
described   under  that   title  may   possibly   be   of  a   different 
nature.     I  must,  however,  to  begin  with,  confess  that  I  am 
not  clinically  acquainted  Avith  coxa  vara.     Of  course,  I  know 
the  appearance  of  the  neck  of  the  femur  standing  at  a  right- 
angle  with  the  shaft  of  the  bone  commonly  met  with  in  the 
skeletons  of  people  who  have  been  the  subject  of  rickets,  and 
tliei'efore  I  suppose  I  must  have  examined  uiatiy  cases  of  this 
deformity.     But   in    the   multiplicity  of    rickety  lesions    the 
condition  of  the  hip  does  not  attract  notice.    As  I  understand 
it,   the   cases   of  coxa  vara,  properly  described  as  such,  are 
those  in  which  one  femur  has  suffered,  and    a    consequent 
asymmetrical  deformity  and  more  or  less  lameness  has  resulted. 
The  three   cases   I   have   put  together  have  one  fact  in 
common,    they   all  present  eversion  and  shortening   of  the 
lower   limb,  and  the   shortening   in  each  case  is  caused  or 
accompanied  by  a  diminution  of  the  angle  at  which  the  neck 
is  set  on  to  the  shaft  of  the  femur,  but  1  do  not  imagine  that 
they  are  all  the  result  of  the  same  pathological  condition. 
Two  of  them,   I   believe,   depend   upon   tubercular  changes 
taking  place  on  the  distal  side  of  the  epiphysis  of  the  head 
of  the  bone,  and  in    one  of  them,   at   least,  I  imagine  some 
change  has  occurred  in  the  hip-joint  itself.    The  other,  Avhich 
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I  am  sorry  to  say  I  can  only  describe  from  memory,  and  show 
a  skiai^rain  of,  is  probably  of  a  different  nature,  but  what  is 
the  precise  condition  I  am  unable  to  say. 

The  first  is  a  little  bo}-,  L.  C,  £et.  7yv,  a  patient  of  Mr.  K. 
A.  Jackson. 

His  father  and  mother,  get.  42  and  44  respectively,  are 
alive  and  well.  They  have  had  six  children,  of  whom  the 
patient  is  the  fifth.  The  eldest  died,  at  Ih  years,  of  bron- 
chitis ;  the  second  is  alive  and  fairly  well,  aet.  14^ ;  the  third 
died  of  diarrhoea  and  dysentery,  aet.  4  months;  the  fourth 
was  rickety,  and  is  now  well  and  straight,  a3t.  9  ;  the  sixth 
is  strong-,  eet.  h. 

The  reader  can  form  his  own  opinion  as  to  the  presence  of 
a  tubercular  or  rickety  tendency.  There  is  no  collateral 
history  of  either  of  these  troubles. 

The  patient  himself  was  remarkably  healthy  till  twelve 
months  ago,  when  he  began  to  limp,  and  wore  out  his  right 
boots  ranch  more  rapidly  than  his  left  ones. 

He  gradually  got  worse,  that  is,  he  limped  more,  but 
throughout  has  complained  of  no  pain.  A  surgical  boot  was 
supplied  at  Great  Ormond  Street,  and  I  saw  him  three  months 


It  was  then  much  in  the  same  condition  as  at  present, 
namely,  there  is  a  good  inch  of  shortening  on  the  right  side 
and  slight  eversion,  and  there  is  very  slight  impairment  of 
extension,  but  the  movements  are  almost  as  free  as  on  the 
other  side. 

The  shortening  is  altogether  above  the  great  trochanter, 
and  the  really  beautiful  skiagram  (Plate  XIV,  fig.  1)  which 
Mr.  Mackenzie  Davidson  has  taken  shows  what  looks  exactly 
like  a  fracture  of  the  neck  of  the  femur,  and  a  marked 
diminution  of  the  angle  which  the  neck  forms  with  the  shaft 
of  the  bone.  The  head  of  the  bone  has  a  perfect  outline, 
but  does  not  cast  so  good  a  shadow  as  that  of  the  left  side. 
I  have  myself  no  doubt  that  this  is  a  case  of  caries  or  necrosis 
of  the  bone  on  the  distal  side  of  the  epiphysis  of  the  head. 

I  should  add  that  there  is  no  history  of  an  injur}"  to  the 
hip.  The  boy  did  have  a  fall  and  injured  his  wrist  some 
time  before  the  limp  was  noticed. 

He  has  no  cough  and  he  sleeps  well,  and  though  he  has 
certainly  fallen  off,  he  has  a  good  appetite  and  digestion,  and, 
as  I  said  above,  has  never  complained  of  the  slightest 
pain. 
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The  second  case  is  that  of  a  telegraph  boy,  E.  W.  C, 
£et.  17,  a  patient  of  Mr.  R.  P.  Robey. 

His  father  and  mother,  set.  46  and  50  respectively,  seem 
liealthy,  though  they  are  delicate  looking.  They  have  no 
other  child.     One  brother  died  of  phthisis. 

He  himself  has  suffered  two  or  three  times  from  "  con- 
gestion of  the  lungs,''  and  once  had  "  something  in  his 
neck,"  but  whether  it  was  a  gland  or  not  he  cannot  say. 

His  paternal  uncle  died  of  "  consumption." 

This,  I  suppose,  must  be  considered  to  constitute  a  tuber- 
cular history. 

The  supposed  cause  of  his  trouble,  which  began  twenty-one 
months  ago,  is  a  doubtful  injury  at  football.  He  has  been 
treated  by  rest  and  counter-irritation.  He  has  had  practically 
no  pain  throughout  the  case.  He  has  slept  well  and  has  had 
a  good  appetite  throughout.  I  have  observed  him  for  some 
time,  and  the  condition  has  not  materially  altered. 

He  has  shortening  of  the  left  limb  to  the  extent  of  one 
and  a  half  inches,  and  there  is  some  evei'sion  of  the  foot.  The 
hip-joint  is  almost  completely,  if  not  completely,  anchylosed. 

The  skiagi-am  (Plate  XV,  fig.  2)  shows  that  the  neck  of 
the  femur  forms  almost  a  right-angle  with  the  shaft,  and 
there  is  a  curious  projection  above  the  great  trochanter. 
Like  the  previous  case  it  looks  not  at  all  unlike  a  fracture 
of  the  neck  of  the  femur,  but  I  have  little  doubt  myself  that 
it  is  reallj',  like  the  last,  a  case  of  tubercular  disease  of  the 
neck  of  the  bone,  with  slight  mischief  in  the  hip-joint,  which 
has  led  to  the  anchylosis. 

The  third  case  I  have  lost  sight  of.  It  was  that  of  a 
young  man,  about  23  years  of  age,  with  remarkably  badly 
developed  genitals,  and  the  fatness  and  other  signs  we  are 
accustomed  to  associate  with  this  condition. 

In  this  case  there  was  a  very  dcmbtful  history  of  injury. 

The  left  lower  limb  was  somewhat  shortened  and  the  foot 
everted.  He  objected  to  any  free  movement  of  the  hip-joint 
when  he  was  recumbent,  but  when  he  stood  up  aud  bent 
down  he  appeared  to  move  the  joint  freely  enough,  but  the 
movement  of  flexion  so  produced  was  accompanied  by  a  most 
peculiar  click,  Avhich  I  thought  was  due  to  the  slipping  of 
some  fascial  or  tendinous  band  over  some  prominence  of 
bone.     He  had  little  or  no  pain. 

The  skiagram  (Plate  XV,  fig.  3)  shows  a  very  i-ouuded 
bone,  which  presents  no  other  peculiarity  except  the  angle 
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(about  a  rig-ht-angle)  at  which  tlie  neck  is  set  on  to  the 
shaft. 

I  cannot  explain  the  case;  it  may,  for  all  I  know,  be  one 
of  coxa  vara,  I  do  not  think  the  injury  had  anything  to  do 
with  it.  He  does  not  appear  to  be  rickety,  and  there  is  no 
evidence  of  tubercular  disease. 

I  do  not  bring  these  cases  forward  for  the  sake  of  dis- 
cussing treatment,  but  only  from  the  point  of  view  of  trying 
to  help  in  the  elucidation  of  the  question  of  coxa  vara  which 
excites  so  much  interest  at  the  present  time. 

I  cannot  conclude  without  thanking  Mr.  Mackenzie 
Davidson  for  his  great  kindness  in  taking  the  skiagrams,  and 
without  pointing  out  the  immense  advantage  of  the  stereo- 
scopic method  of  investigation,  of  which  he  is  so  admirable 
an  exponent.  In  comparison  with  it  the  simple  skiagram 
becomes  an  almost  worthless  affair.  By  its  adoption  the  many 
deceptions  of  the  older  method  almost  absolutely  disappear. 


XXIII. — A  case  of  Scirrhojts  Carcinoma  of  Parotid. 
By  H.  Bktham  Robinson,  M.S.  Exhibited  January 
13,  1899. 

1"^  D.,  a3t.  65,  under  my  care  'n  St.  Thomas's  Hospital,  gave 
-  •  the  following  history.  Some  six  months  ago  the  tumour 
started  to  grow  in  its  present  position  and  he  took  very  little 
notice  of  it;  in  fact,  he  had  not  consulted  his  doctor  about  it 
until  a  few  days  before  coming  to  me,  a  fortnight  ago  ;  there 
was  no  complaint  of  pain. 

The  tumour  in  the  right  parotid  region  extends  from  the 
zygoma  above  to  below  the  lower  normal  limits  of  the  gland, 
pj'essing  backwards  on  the  external  auditoiy  meatus,  and 
extending  forwards  on  the  masseter  as  a  nodular  projection 
with  well-defined  anterior  margin  ;  this  extension  is  evidently 
in  the  socia  parotidis.  The  whole  tumour  extends  deeply 
behind  the  jaw,  but  does  not  interfere  with  the  movements  of 
the  latter ;  there  is  slight  bulging  into  the  pharynx  on  the 
right  side,  and  the  growth  possibly  extends  into  the  zygo- 
matic fossa  and  has  involved  the  upper  jaw,  for  by  trans- 
illumination there  is  only  a  very  faint  crescent  of  light  on 
the  right  side  below  the  eye. 
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The  glands  in  the  neck  are  extensively  involved  ;  there  is 
a  nodular  mass  about  the  bifurcation  of  the  carotid  firmly 
adherent  to  the  carotid  sheath,  and  there  are  shotty,  hnrd 
glands  passing  behind  the  sterno-mastoid  to  the  supra-cla- 
vicular triangle.     There  were  no  glands  elsewhere. 

No  operation  "was  advised. 

In  the  fortnight  before  the  exhibition  of  the  case  there 
has  been  very  rapid  progress  in  che  growth,  and  the  patient 
is  getting  cachectic. 


XXIV. — A  case  of  Cerebral  Sclerosis  {?  Cerebellar 
Disease).  By  Arthqu  Voklokkr,  M.D.  Exhibited 
January  13,  1899. 

HORACE  R.,  get.  5  years,  was  brought  to  the  out-patient 
children's  department  at  the  Middlesex  Hospital,  on 
December  14,  1898,  on  account  of  inability  to  walk. 

Family  histonj. — He  is  the  second  of  four  children,  and 
the  only  boy.  Both  parents  are  alive.  The  mother  has  had 
two  miscarriages.  She  does  not  know  of  any  nervous  dis- 
eases in  either  her  family  or  her  husband's. 

Previous  illnesses. — Scarlet  fever  at  eleven  months.  Bron- 
chitis and  convulsions  at  two  years  ;  since  which  time  he  has 
been  unable  to  w^alk,  though  the  mother  states  that  he  could 
walk  a  little  between  the  ages  of  one  and  two  years.  The 
mother  states  that  there  has  been  no  change  in  the  boy's 
condition  for  the  last  two  years.  She  says  he  is  rather  back- 
ward but  is  not  spiteful.  In  all  probability  the  child  has 
been  rather  neglected. 

Present  state. — The  patient  is  a  well-nourished,  fair  com- 
plexioned  child,  with  a  rather  fatuous  expression.  He  is 
rather  small  for  his  age. 

Nervous  system. — Patient  understands  what  is  said  to  him, 
but  at  times  is  very  wayward,  refusing  to  speak  or  do  what 
he  is  told  ;  at  other  times  he  is  cheery  and  does  not  resent 
examination.  He  is  rather  destructive,  and  frequently  wets 
the  bed.  Speech  rather  indistinct,  slow  but  intelligible.  Xo 
headache,  nausea  or  vomiting.     Sleeps  well. 

Sensation. — As  far  as  can  be  ascertained,  sensation  to  touch, 
pain,  heat  and  cold  are  natural.     No  delayed  sensation. 
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Motion. — The  child  can  move  all  its  limbs,  and  with  the 
exception  of  occasional  rigidity  about  the  ankles,  passive 
movements  of  the  joints  are  natural. 

Posture. — Patient  generally  lies  in  bed  on  his  side  with  his 
legs  extended.  When  told  to  sit  up  he  raises  his  trunk  from 
the  bed  by  means  of  his  arms,  sometimes  turning  over  to  his 
right  side.  When  about  half  way  into  the  vertical  position 
he  extends  his  legs  on  his  thighs,  and  flexes  the  hip-joints, 
balancing  himself  on  his  buttocks,  and  then  by  means  of  his 
arms  pushes  his  trunk  up  into  the  erect  position.  When 
thus  seated  there  is  marked  general  curving  backwards  of 
the  dorsal  spine. 

When  placed  on  the  floor  and  told  to  get  up  he  rolls  over 
on  to  the  right  side,  and  by  means  of  his  arnis  and  his  ex- 
tended legs  sits  up  erect,  and  then,  raising  himself  on  his 
hands,  throws  his  trunk  upwards  and  would  fall  backwards  if 
not  caught.  Sometimes  he  will  flex  his  knees  and  raise  his 
trunk  by  pushing  it  up  with  his  arms,  the  hands  being  placed 
behind  him  on  the  ground.  He  has  not  been  observed  to 
crawl  with  his  hands  up  his  own  legs  and  so  attain  the  erect 
posture. 

Gait. — Patient  can  only  walk  with  assistance  either  by 
holding,  on  to  a  firm  object  or  by  being  slightly  supported. 
He  crawls  readily  on  his  hands  and  knees.  When  supported 
his  gait  is  unsteady,  he  tends  to  walk  on  his  heels,  the  legs 
move  in  an  ataxic  manner,  at  times  being  thrown  outwards, 
occasionally  slightly  crossed,  the  knees  are  flexed  readih^ 
When  erect  the  legs  are  not  widely  separated,  nor  is  there 
any  marked  lordosis,  though  there  is  a  great  tendency  to  fall 
backwards.  There  is  no  tremor  of  the  limbs  or  ataxy  of  the 
upper  limbs. 

Muscles. — The  only  muscles  which  appear  unduly  large 
are  the  two  triceps  muscles;  these  are  also  firm.  The  infra- 
spinati  are  rather  wasted.  The  lower  part  of  the  pectorales 
majores  and  latissimi  dorsi  are  not  absent,  and  there  is  a 
distinct  anterior  and  posterior  axillary  fold.  The  quadriceps 
extensor  is  rather  large  on  each  side,  as  are  also  the  ham- 
string muscles,  but  the  calves  are  not  enlarged  though  firm. 

Reflexes. — Knee-jerk  present.  No  A.C.  Superficial  re- 
flexes well  marked.  Sphincters  natui-al.  Cranial  nerves 
natural.  Occasional  convergent  strabismus.  No  ocular 
palsy.     No  nystagmus. 

Ophthalmoscopical  examination. — Discs  natural.  Pupils 
react  to  light  and  accommodation. 
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The  heart,  lungs,  and  abdominal  viscera  give  no  evidence 
of  disease.     Temperature  normal. 

Remarks. — The  case  was  shown  on  account  of  the  pecu- 
liarity of  gait  and  of  assuming  the  erect  position  present  in 
the  child.  The  latter  condition  was  suggestive  of  pseudo- 
hypertrophic paralysis,  which  however  was  negatived  by  the 
well-developed  condition  of  the  lower  part  of  the  pectoralis 
major  and  of  the  latissimus  dorsi,  and  the  absence  of  any 
obvious  enlarge uient  or  wasting  of  the  infra-  or  supra- 
spinatus  muscles.  The  diagnosis  lies  between  cerebral  sclero- 
sis and  a  cerebellar  lesion,  but  possibly  both  are  present  as 
congfenital  conditions. 


XXV. — A  case  of  Elepliardlasis  of  the  Left  Leg.  Lm- 
proveinent  under  treatment.  By  Sir  Dyce  Dock- 
worth.     Exhibited  January  13,  1899. 

KM.,  a3t.  20,  single,  resident  in  Yorkshire,  never  abroad. 
•  J3etween  two  and  three  years  ago  swelling  of  the 
ankle  occurred  at  night,  and  passed  oif  by  the  following 
morning.  Gradual  progress  of  swelling,  involving  whole  limb 
up  to  the  groin.  Entire  absence  of  pain,  and  no  history 
pointing  to  venous  thrombosis.  No  previous  illnesses.  More 
or  lessantemic  from  age  of  16  ;  always  benefited  by  chalybeate 
treatment.  Catamenia  regular.  Family  history  unimpor- 
tant. No  indications  of  any  disease  in  thorax  or  abdomen. 
Haemic  cardiac  murmurs  (slightly  marked)  and  hruit  de  diahle 
in  neck.  Some  lumbar  oedema  when  admitted  October  30, 
1898,  now  disappeared.  Whole  limb  hard,  cold  (oedema 
durum)  ;  integument  immoveable.  No  veins  or  lymphatics 
visible.  Exertion  caused  limb  to  ache,  and  dependent  posi- 
tion tends  to  increase  the  bulk  of  it. 

Urine. — Natural. 

Blood  =  HrsFij"-,  Hbg.  67  per  cent.  No  filaria  found  in 
it  at  midnight. 

Mean  temperature. — 98°  during  last  two  months. 

Treatment. — Recumbency  ;  leg  elevated  ;  friction,  fara- 
dism,  daily.  Alkaline  chalybeate  medicine.  Colour  of  limb 
has  improved.     Size  diminished. 
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Measurements  of  Limhs. 

1898.  November    1  (on  ;uhnis>ioii)  2  iiiclies  above  knee  .     . 

5  inches  below  knee  (ealf) 

,,  1-1 2  inches  above  knee  . 

Cillf 

1)  'c-ember  19 2  inches  above  knee  . 

calf 13t  in 

1899.  January        8 2  inclies  above  knee  ...  16  in. 

calf 13i  in 

„  13 2  inches  above  knee  .     .     .  Ifi  in. 

5  inches  below  kiu-e  .     .     .   134  in 


Left. 

Uight, 

10.',  in. 

.   1.^  in. 

If;  in. 

.   12g  in, 

17  in. 

14i  in. 

lOJ  in. 

XXVI. — A  case  of  Epithelioma  developing  upon  Lupus 
Eruthematosus.  By  J.  J.  Pringle,  M.B.  Exhibited 
January  13,  1899. 

SARAH  W.,  aet.  45,  came  under  tlie  exhibitor's  observation 
in  March,  1890,  suffering  from  severe  and  extensive 
erythematous  lupus,  affecting  chiefly  the  scalp,  although 
typical  lesions  existed  on  the  nose,  cheeks,  and  ears. 

The  disease  began  in  1877  by  the  simultaneous  appear- 
ance of  bald  patches  behind  both  ears.  About  five  years 
later  a  bald  patch  showed  itself  near  the  vertex  ;  these 
various  foci  of  disease  spread  and  coalesced,  and  fresh  spots 
appeared  in  other  parts  of  the  scalp,  especially  in  the  occi- 
pital region.  The  exact  date  of  the  appearance  of  the  patches 
on  the  face  is  uncertain,  but  they  had  been  observed  by  Dr. 
Robei-t  Liveing  for  four  or  five  years  before  the  patient  came 
under  the  exhibitor's  care. 

In  March,  1890,  all  the  patches  on  the  face  were  deeply 
scarified  under  an  ana3sthetic  with  satisfactory  results. 

She  was  then  lost  sight  of  till  March,  1397,  her  husband, 
a  coachman,  having  occupied  a  situation  in  Derbj^shire  during 
the  intervening  period  of  seven  years. 

On  her  return  to  the  Middlesex  Hospital  on  March  4, 
1897,  the  erythematous  lupus  was  found  to  have  extended 
considerably  on  the  scalp,  and  two  large,  obviously  epithelio- 
niatous,  growths  were  found  to  be  present  in  the  right  pos- 
terior parietal  region. 
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The  following  history  was  elicited  as  bearing  upon  the 
origin  of  these  growths.  The  patient,  while  in  Derbyshire, 
Avas  in  the  habit  of  using  a  lead  lotion  to  relieve  the  burning 
and  irritation  caused  by  the  disease.  About  a  year  previous 
to  coming  under  observation  the  local  chemist  had  in  error 
supplied  her  with  some  ''salts  of  lemon,"  which  at  the  time 
caused  her  much  discomfort.  Six  months  after  its  applica- 
tion she  noticed  "  lumps  "  in  the  site  of  the  epithelioma,  which 
Avere  extremely  tender. 

On  March  11  the  growths  were  very  freely  retnoved  by 
Mr.  Pearce  Gould,  Thiersch  gi-afts  being  applied  to  the  granu- 
lating surface  a  fortnight  afterwards,  which  "took  "  admir- 
ably. The  result  was  perfect,  but  fresh  epithelioma  has  since 
occurred  at  different  points,  necessitating  fresh  operations  of 
a  similar  nature  by  Mr.  Pearce  Gould  on  October  1,  1897, 
and  February  1,  1898. 


i 


XXVII. — A  case  of  Becommencewent  of  Muscular 
Atrophy  long  after  Infantile  Paralysis.  By  F. 
Parkes  Weber,  M.D.  Exhibited  February  24,  1899. 

'■PHE  patient,  L.  B.,  set.  17,  is  a  rather  delicate  looking  boy, 
J-  who  came  to  the  hospital  with  recent  loss  of  power  in 
the  right  hand  and  wasting  in  the  right  thenar  muscles. 

Histo)-)/. — At  two  years  of  age  paralysis  of  the  right  half  of 
the  body  (face,  arm,  and  leg)  came  on  suddenly  in  the  night. 
The  paralysis  passed  off  in  the  face  and  arm,  but  persisted  in 
the  leg,  and  the  boy  grew  up  with  the  right  lower  extremity 
completely  wasted  and  almost  useless.  About  four  or  five 
months  ago  he  noticed  a  loss  of  power  in  the  right  hand,  and 
found  that  the  muscles  of  the  right  thumb  were  wasted. 

Present  condition  (January  23,  1899). — The  whole  of  the 
right  lower  limb  and  the  right  half  of  the  pelvis  are  much 
smaller  than  the  coi-responding  parts  of  the  left  side.  The 
leg  hangs  almost  useless,  and  some  of  its  muscles  are  com- 
pletely atrophied,  so  that  no  response  to  electric  stimulation 
can  be  obtained.     The  left  lower  limb  is  better  developed. 
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but  its  musculature  is  very  poor  in  comparison  to  tliat  of  the 
upper  part  of  the  body.  No  knee-jerks  are  obtained  on 
either  side.  The  nniscles  of  the  upper  part  of  the  right  upper 
extremity  are  somewhat  smaller  than  the  corresponding 
muscles  on  the  left  side.  There  is  considerable  wasting  in 
the  muscles  of  the  right  thumb.  No  marked  difference  can 
be  observed  in  the  facial  niusculatui-e  of  the  two  sides. 

In  some  of  the  muscles  of  the  wasted  right  lower  extremity, 
as  already  stated,  no  response  to  electrical  stimulation  can 
be  obtained.  Otherwise,  there  is  no  reaction  of  degenera- 
tion. Tlie  boy  gets  about  by  the  help  of  a  support  for  the 
right  lower  limb,  and  is  able  to  work  as  a  trousers-presser. 
He  was  originally  left-handed,  but  was  taught  at  school  to 
use  his  right  hand  for  writing,  etc. 

Remarks. — Charcot  and  others  have  drawn  attention  to  the 
occasional  occurrence  of  chronic  anterior  poliomyelitis  in 
persons  Avho  have  suffered  from  acute  anterior  poliomyelitis 
during  childhood.  In  several  cases  the  chronic  wasting  has 
been  observed  to  starf^  in  limbs  already  damaged  by  the 
acute  infantile  disease.  The  peculiarity  of  the  present  case 
is  that  the  infantile  disease  commenced  with  hemiplegia,  as  if 
the  whole  of  the  motor  tract  had  been  implicated.  In  other 
words,  the  illness  at  two  years  of  age  was  perhaps  not  limited 
to  the  spinal  cord,  but  a  mixture  of  acute  anterior  poliomye- 
litis andAvhat  Ad.  Striimpellt  has  called  "polioencephalitis,'^ 
that  is,  infantile  spastic  hemiplegia.  This  form  of  infantile 
hemiplegia  has  been  observed  to  occur  in  the  epidemics  of 
infantile  palsy  recorded  by  0.  Medin  J  and  W.  Pasteur  §;  it 
seemed  as  if  in  certain  cases  the  cerebral  affection  took  the 
place  of  the  spinal  affection,  and  it  is  quite  possible  that  both 
affections  may  be  manifestations  of  the  same  morbid  agent.  || 
There  is  therefore  nothing  improbable  in  the  supposition  that 
the  patient  in  the  present  instance  suffered  during  childhood 
from    a    combination    of    acute    anterior    poliomyelitis    and 

*  Vide  Gowers,  Diseases  of  the  Nervous  System,  second  ediiioii,  1892,  vol.  i, 
p.  364. 

t  "Ueberdie  acute  Encephalitis  der  Kinder,"  Deutsche  Med.  V^ochenschr., 
1884,  Xo.  44,  p.  714. 

X  O.  Mediu,  "  Ueber  eine  Epedemie  von  spiualer  Kiuderlahmung,"  Verhand- 
lungen  de.t  iiiternat.  med.  Congresaes.  Berlin,  1890,  Abtlieilung  vi,  p.  37. 

§  W.  Pasteur,  '"An  Epidemic  of  Infantile  Paralysis  occiirring  in  Cliildren  of 
the  same  Family,"  Clin.  Soc.  Trans.,  Loudon,  1897,  vol.  xxx,  p.  143. 

II  Vide  Buzzard,  "The  Influence  of  Micro-organisms  and  tlieir  Toxins  iu  the 
jiroductiou  of  Diseases  of  the  Ceutrul  and  Peripheral  Nervous  System."  Brit. 
Med.  Journ.,  October  1,  1898. 
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Striimpell's  polioenceplialitis*,  tlie  cerebral  affection  being- 
only  of  a  comparatively  transient  nature. 

On  the  other  hand,  it  is  likewise  possible  that  the  acute 
anterior  poliomyelitis  may,  at  the  commencement  of  the 
disease,  have  affected  both  lower  extremities,  the  right  upper 
extremity,  and  the  right  half  of  the  face,  the  disease  passing- 
off  without  leaving  very  severe  permanent  damage,  except  in 
the  portion  of  the  spinal  cord  corresponding  to  the  right 
lower  extremity.  In  the  epidemic  of  infantile  parah'sis 
recorded  by  C.  S.  Caverley,t  it  is  mentioned  that  the  initial 
paralysis  was  in  four  cases  located  in  both  legs  and  one  arm. 
In  one  of  these  four  cases  death  occurred,  but  it  is  not  stated 
whether  the  hemiplegia  in  this  fatal  case  was  ascertained  to 
be  due  to  disease  in  the  cerebrum,  or  w^as  accounted  for  b}' 
an  unusual  distribution  of  the  ordinary  anterior  poliomyelitis 
of  infantile  palsy.  On  the  whole,  in  my  present  case  it  must 
be  left  uncertain  whether  the  infantile  disease  was  confined 
to  the  spinal  cord  or  affected  one  cerebral  hemisphere  as  well. 
The  brunt  of  this  disease  certainly  fell  on  the  anterior  grey 
matter  of  the  cord  corresponding  to  the  right  lower  extremity. 

In  the  present  case  one  can  easily  understand  that  the 
whole  motor  ti-act  for  the  right  side  of  the  body,  if  not  con- 
genitally  predisposed  to  morbid  changes,  was  at  least  left 
particularly  vulnerable  after  the  infantile  disease,  so  that 
the  present  affection  starts  on  favourable  soil.  It  is  a  note- 
worthy fact  that  the  boy  originally  used  his  left  hand  for 
throwing  stones,  etc.,  and  is  therefore  naturally  left-handed. ;}: 
Perhaps,  indeed,  it  w^ould  have  been  better  to  have  allowed 
him  to  remain  left-handed,  and  not  to  have  afterwards  made 
him  use  his  right  hand  for  writing. 

There  is,  indeed,  some  ground  for  hope  that  the  present 
disease  may  become  arrested  before  it  spreads  to  the  other 
half  of  the  body,  and  that  it  may  not  run  the  typical  course 
of  ordinary  progressive  muscular  atrophy. 

*  P.Miirie  {Leqons  sur  les  Maladies  de  la  3IoeIle,  Paris,  1892,  p.  458)  in 
support  of  the  two  affections  being  due  to  tlie  same  poison,  quotes  the  observa- 
tion of  Moebius  thut  a  boy,  aged  three,  suffered  Troni  infantile  spastic  hemiplegia 
when  liis  sister,  aged  one  and  a  half,  was  attacked  with  infantile  paralysis. 
Marie  adds  that  he  expects  one  day  to  see  the  two  affections  combined  in  the 
same  subject. 

t  C.  S.  Caverley,  "  Notes  of  an  Epidemic  of  Acute  Anterior  Poliomyelitis," 
Jburn.  of  the  American  Med.  Association,  vol.  xxvi,  January  4,  1896,  p.  1. 

X  Tliis  fact,  perhaps,  to  some  extent  confirms  the  view  that  the  original 
disease  at  two  years  of  age  was  not  confined  to  tlie  spinal  cord,  but  that  the 
right  hemiplegia  was  of  cerebral  origin. 
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I  have  to  thank  Dr.  Risien  Russell  for  his  kind  assistance 
in  the  examination  of  the  patient. 

The  patient  was  advised  to  spare  the  affected  muscles  of 
his  right  hand  as  much  as  possible.  Moreover,  since  writing' 
the  preceding  notes,  he  has  been  treated  with  small  doses  of 
strychnine  by  the  mouth  (I  wished  to  treat  him  by  hypo- 
dermic injections,  but  for  special  reasons  this  could  not  be 
arranged),  and  not  only  does  he  think  that  he  has  gained 
strength  in  his  right  hand,  but  the  affected  muscles  of  his 
right  thumb  appear  to  me  to  be  less  wasted  than  they  were 
recently.  I  hope,  therefore,  that  the  recent  muscular  atrophy 
will  not  turnout  to  be  the  commencement  of  ''progressive 
muscular  atrophy,"  but  that  the  muscles  of  the  right  thumb 
will  retrain  their  former  strength. 


XXVIII. — A  case  of  Doivnwarcl  Displacement  of  the 
Female  Breast  resulting  from  Pressure.  By  John 
Cahill,  M.D.,  F.R.C.S.  Exhihited  February  24, 
1899. 

THE  patient  is  aet.  27  and  uninariied.  It  is  clear  from  her 
history  that  up  to  the  age  of  9  years,  and  perhaps  much 
later,  her  breasts  were  equal  on  both  sides.-  When  she  was 
9  years  old  she  had  diphtheria,  and  during  convalescence  she 
was  suddenly  afflicted  with  right  hemiplegia.  The  right  leg 
recovered  at  that  time  so  far  that  she  could  walk,  though 
there  remained  stiffness  and  slight  dragging.  The  right  arm 
has  remained  useless  ever  since,  and  it  rapidly  assumed  a 
position  of  extreme  flexion  at  the  wrist  and  elbow  and 
adduction  to  the  side  of  the  body,  with  persistent  muscular 
rigidity.  When  I  first  saw  her  in  October  last  the  arm  was 
held  rigidly  against  her  side  in  such  a  position  that  the 
strongly  flexed  wrist  and  hand  were  pressed  firmly  against 
the  chest  just  above  the  enlarged  right  breast.  I  gather  that 
during  the  previous  eighteen  years  the  arm  had  occupied  that 
position,  both  sleeping  and  waking.  The  elongation  of  the 
right  breast  became  apparent  many  yeax's  ago  and  was  always 
attributed  to  the  effect  upon  the  circulation  of  the  breast 
exercised  by  the  pressure  of  the  contracted  arm. 

In  June,  1887,  the  patient  lost  the  use  of  both  legs  and 
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of  the  left   hand    and  became  aphasic,  but  recovered  after 
three  months  her  previous  condition. 

When  she  first  came  under  my  care  in  October  last  all  the 
muscles  of  the  right  upper  extremity  were  rig-id  and  con- 
tracted, the  forearm  and  hand  occupied  the  position  against 
the  chest- wall  which  I  have  described,  and  this  fixation  was 
maintained  during  sleep  ;  both  the  lower  extremities  were 
apparently  completely  paralysed,  rigid,  and  extended,  and 
she  was  unable  to  raise  herself  in  bed  owing,  as  Avas  alleged, 
to  paralysis  of  the  muscles  of  the  back,  which  were  rigid. 
She  had  been  in  this  condition  for  upwards  of  eight  months, 
and  was  admitted  upon  a  certificate  to  the  effect  that  she  was 
dying  from  spinal  disease  and  paralysis.  Upon  examination 
it  was  apparent  that  the  loss  of  motility  was  purely  func- 
tional, with  the  possible  exception  of  the  contracted  right 
arm.  Under  the  free  and  persistent  employment  of  faradism, 
massage,  and  passive  movement,  she  has  recovered  the  use  of 
her  legs,  and  can  walk  now  some  distance  without  fatigue. 
She  is  now  able  to  extend  the  right  arm  and  hand,  can  feed 
herself  with  it,  and  can  write  after  a  fashion,  but  the  arm 
still  tends  to  revert  to  its  position  of  flexion  and  rigidity 
when  not  in  use.  The  arm  is  kept  extended  upon  a  splint 
during  the  night,  and  since  the  pressure  upon  the  breast  has 
been  removed,  the  size  and  weight  of  that  organ  have  con- 
siderably diminished.  At  the  present  time  the  right  breast 
hangs  down  as  low  as  the  lower  border  of  the  tenth  rib,  while 
the  nipple  is  opposite  the  eighth  rib.  On  the  left  side  the 
nipple  corresponds  to  the  fourth  intercostal  space.  The 
attachment  of  the  two  mammae  to  the  chest-wall  is  sym- 
metrical. There  appears  to  be  considerable  enlargement  of 
the  right  breast  as  a  whole,  although  the  existence  of  actual 
glandular  hypertrophy  is  doubtful. 


XXIX. — A  case  of  Pnlinonari/  Fibrosis  associated  with 
Tabes  Dorsalis  and  ArfhropafJu/.  By  H.  A.  Caley, 
M.D.     Exhibited  Februanj  24,'  1899. 

HY.,   set.   50,  came  as  an    out-patient  to    St.   Mary's  in 
•      November,  1896,  on  account  of  shooting  pains  in  the 
legs  and  unsteadiness  of  gait.    There  was  marked  ataxy,  with 
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characteristic  gait,  loss  of  kuee-jerks,  Argyll-Robertson 
pupils,  and  some  parjesthesia  in  the  soles  of  the  feet.  She 
did  not  complain  of  any  pulmonary  symptoms,  but  the  lips 
were  slightly  cyauosed,  and  she  admitted  that  she  Avas  some- 
what dyspnooic  on  exertion.  Examination  of  the  chest  i-evealed 
deficient  movement  and  some  retraction  of  tl)e  right  side  of 
the  thorax,  with  displacement  of  the  heart  to  the  right  of  the 
sternum,  the  maximum  impulse  being  in  the  right  nipple  line; 
the  left  margin  of  the  cardiac  dulness  was  to  the  right  of  the 
sternum,  and  the  right  margin  merged  with  the  pulmonary 
dulness  in  the  right  axillary  region.  Resonant  note  on  per- 
cussion down  to  the  third  rib  on  the  right  side;  below  this 
level  and  over  the  entire  lateral  and  posterior  aspects  of  the 
right  lung  there  was  dulness,  most  intense  at  the  base  and  in 
the  axilla. 

Amphoric  breathing,  with  other  signs  of  cavitation, 
present  over  the  right  supra-scapular  and  inter-scapular 
regions,  the  amphoric  breathing  being  most  intense  in  the 
latter  situation,  but  audible  over  the  whole  of  the  right  back, 
and  over  a  small  area  in  the  mid-axilla.  No  niles  or  other 
adventitious  sounds.  Left  lung  enlarged,  occupying  the 
normal  cardiac  region,  and  extending  to  the  right  sternal 
margin,  with  hyper-resonant  note  in  front,  and  exaggerated 
breath -sounds. 

Suhsequent  progress. —  Duriug  the  last  two  years  the  chest 
condition  has  remained  practically  the  same,  but  the  cord 
lesion  has  progressed,  producing  increased  ataxia,  defective 
micturition,  and  arthropathy  affecting  both  knee-joints.  In 
May,  1897,  her  right  knee  "  gave  way,"  and  became  rapidly 
swollen.  The  enlargement  w^as  painless,  and  there  was  no 
extraneous  cause  for  the  effusion.  A  few  months  ago  the 
left  knee-joint  became  similarly  affected.  The  amount  of 
effusion  is  varia.ble,  the  joints  admit  of  free  mobility  laterally, 
and  there  is  some  grating.  Of  late  lightning  pains  have  been 
less  frequent,  but  there  is  more  defect  of  sensation — general 
diminution  of  tactile  and  painful  sensibility  in  the  lower  ex- 
ti'emities,  with  inability  to  differentiate  between  hot  and  cold 
stimuli.  A  few  weeks  ago  a  severe  rectal  crisis  was  ex- 
perienced, and  at  times  girdle  pains  have  been  present. 

RemarJis. — The  chief  point  of  interest  in  this  case  is  the 
association  of  extensive  pulmonary  fibrosis  with  locomotor 
ataxy.  No  history  of  syphilis  obtainable.  There  is  no 
definite  history  of  antecedent  tuberculosis,  pneumonia,  or 
pleurisy,  but  it  is  known  that  when  the  patient  was  about 
VOL.  xxxii.  17 


258  Clinical  Cases. 

13  y^ars  of  age  she  attended  Addenbrooke's  Hospital  as  an 
out-patient  foi-  about  two  j^ears.  She  suffered  from  chronic 
cough,  and  remembers  that  she  took  cod-liver  oil. 

The  present  condition  of  the  chest  is  regarded  as  indicative 
of  an  old  tubercular  cavity  at  the  right  posterior  apex  with 
circumjacent  fibrosis,  together  with  diffuse  fibrosis  and  ex- 
tensive bronchiectasis  of  the  lower  lobe,  and  is  dating  from 
the  pulmonary  afiection  from  which  she  suffered  in  early  life. 

The  possibility  that  the  sclerosis  of  the  cord  and  the 
fibrosis  of  the  lung  might  both  be  due  to  syphilis  naturally 
suggested  itself,  but  the  extent  of  the  pulmonary  fibrosis, 
and  the  history  of  the  case,  render  this  highly  improbable. 

The  two  lesions  are  therefore  regarded  as  estiologically 
independent. 


XXX. — A  case  of  Rheumatoid  Arthritis  ivitli  Enlarged 
Glands  and.  Sjjleen  in  a  hoy  set.  6.  By  Gr.  Bertham 
Hunt,  M.D.     Exhibited  February  24,  1899. 

THE  illness  began  with  an  attack  of  acute  tonsillitis  and 
broncho-pneumonia,  followed  by  enlargement  of  both 
wrist,  knee,  and  elbow-joints.  There  was  no  body  deformity 
or  destruction,  and  no  sj'novial  effusion  ;  the  joint  swelling 
seemed  to  be  due  to  thickening  of  the  synovial  membrane 
and  peri-articular  tissue.  All  the  external  lymphatic  glands 
and  spleen  were  enlarged.  Bacteriological  examination  of  the 
synovium  gave  a  negative  result. 

Though  differing  much  from  osteo-arthritis,  as  seen  in  an 
elderly  patient  by  the  absence  of  bone  or  cartilage  des- 
truction, such  cases  in  children  have  a  close  resemblance  to 
the  more  acute  cases  of  rheumatoid  arthritis  sometimes  seen 
in  young  adults,  in  whom  the  affection  may  be  confined  to 
the  synovial  membrane.  Enlarged  glands  are  rare  in  adult 
cases,  but  splenic  enlargement  is  confined  to  children.  In 
about  half  of  the  acute  cases  some  previous  source  of  septic 
infection  can  be  discovered. 
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XXXI. — A  case  of  Tumour  of  the  Brain  irhich  ipas 
succesrfally  removed.  By  J.  W.  Washbourn,  M.D., 
and  W.  Arbuthnot  Lane,  M.S.  E^vhihited  February 
24,  1899. 

THE  patient  was  shown  to  the  Society  on  March  26,  1897, 
and  the  case  reported  in  the  Transactions,  vol.  xxx, 
p.  154. 

She  was  admitted  in  August,  1896,  suffering  from  fits.  A 
tumour  in  the  left  motor  area  was  diagnosed,  and  this  was 
successfully  removed  in  September,  1896.  The  tumour  was 
an  endothelioma,  growing  from  the  pia  mater,  2x1^  inches 
in  size,  situated  in  front  of  the  fissure  of  Eolando,  involving 
the  upper  portion  of  the  precenti-al  gyrus,  the  adjacent  part 
of  the  first  and  second  frontal  gyri,  the  marginal  gyrus,  and 
probably  the  gyrus  fornicatus.  Immediately  after  the  opera- 
tion there  was  aphasia  and  paralysis  of  the  right  arm  and 
right  side  of  the  face. 

On  leaving  the  hospital  in  January,  1897,  there  was  a 
complete  motor  paralysis  of  the  right  hand  and  forearm,  the 
aphasia  had  disappeared,  but  there  was  slight  facial  paralysis. 
Since  leaving  the  hospital  she  has  been  seen  on  several 
occasions,  and  there  has  never  been  any  sign  of  recurrence  of 
the  tumour. 

The  patient,  who  is  now  shown,  is  in  good  health,  but 
there  is  still  paralysis  and  some  rigidity  of  the  hand  and 
forearm. 


XXXII. — Extreme  case  of  Factitious  Urticaria,  with 
lantern  slides,  photographs  and-  remarks.  By 
C.  E.  F.  MouAT-BiGGS.  Exhibited  Febraury  24, 
1899. 

PATIENT'S  HISTORY.— ^t.  22.  *  Prominent  footballer 
and  swimmer  and  athlete.  No  history  of  any  previous 
illnesses  except  ordinary  childhood's  complaints.  Had 
noticed    that  all  hard  knocks  or  blows  had  always  caused 
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considerable  swelling,  which  rose  rapidly  and  soon  disap- 
peared without  causiug  any  feelings  ot"  discomfort  or  irrita- 
tion. Also  added  that  if  he  drew  a  letter  or  design  on  his 
skin  anywhere  with  pressure  by  anything  blunt,  the  designs 
or  letters  became  apparent  very  quickly.  Has  never  had  any 
attack  of  ordinary  urticaria  or  any  skin  complaints.  No 
history  of  hysteria  in  any  member  of  family. 

Physical  examination. — All  organs  normal  in  every  way. 
Skin  natural  in  appearance. 

Examination  of  shin  and  appearances  noted. — In  my 
study  I  traced  the  following  words  with  the  blunt  end  of  an 
ordinary  penholder  (with  firm  but  not  excessive  pressure). 
"  Very/'  "  Funny,"  "  Xmas,"  "  1898,^'  on  the  chest,  back, 
front  of  abdomen,  and  outer  side  of  right  arm  respectively 
(Plate  XVI). 

On  the  lines  traced  by  pressure  the  skin  became  rapidly 
very  white;  the  hair  follicles  over  same  area  and  at  same 
time  became  rapidly  and  widely  dilated,  so  that  each  follicle 
became  apparent  to  the  eye,  and  fine  wire  could  be  engaged 
in  its  mouth.  Simultaneously,  the  skin  area  on  either  side  of 
each  line  of  tracing-  became  covered  with  a  vividly  scarlet 
erythematous  flush,  until  they  blended  together  and  formed 
a  complete  scarlet  coloured  background,  with  the  ivory-like 
wheals  standing  prominently  out  to  an  extent  of  an  elevation 
of  one  tenth  of  an  inch  above  the  surface  of  the  skin. 

Other  symptoms. — Local  temperature  considerably  raised, 
but  no  feeling  of  irritation  of  skin  felt  bv  the  patient. 

In  the  ante-room  the  words  "  RATS,"^"  and  "  1899,"  were 
traced  on  outer  surface  of  right  upper  arm  and  across  the 
back  between  the  shoulders ;  and  in  the  clinical  room  proper 
the  word  "  MASS  "  was  traced  across  the  back,  and  all  the 
symptoms  previously  described  at  once  developed  themselves 
in  a  similar  order  and  manner. 

Remarks. — (a)  Probable  cause  of  the  remarkable  appear- 
ances noted  was  due  to  temporary  suppression  of  the  vaso- 
motor system  in  parts  affected,  and  the  stimulation  of  the 
muscular  papilloids  excited  them  to  action,  and  so  caused  the 
widely-open  follicles. 

(6)  That  though  minor  or  dermographic  cases  are  seen 
from  time  to  time,  he^ilairaed  that  this  particular  case  was  an 
extremely  rare  one  on  account  of  the  intensity  of  the  appear- 
ances pi'oduced. 

(c)  That  the  lines  traced  reach  their  highest  development 
in  five  minutes,  remain  at  their  height  for  ten  minutes  more, 
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and  finally  disappear  in  thirty  to  forty-five  minutes  or  even 
longer. 

(d)  That  cold  and  cold  water  produced  no  urticaria  of  any 
sort  on  the  skin.  No  history  of  any  attacks  of  paroxysmal 
hemoglobinuria.  Also  when  fading  away,  the  ivory-like 
wheals  never  assumed  a  yellowish  oedematous  appearance, 
but  remained  white  till  finally  disappearing  into  the  ordinary 
colour  ot"  the  skin. 


XXXIII. — A  case  of  Myositis  Ossificans  Progressiva. 
By  Raymond  Crawfqrd,  M.D.Oxon.  Exhibited 
Fehrnary  24,  1899. 


J. 


S.,  set.  6^,  is  a  well-marked  example  of  this  condition  in 


of  rheumatism  in  the  family,  though  the  child  himself  has 
disease  of  the  mitral  valve  and  presumably  is  rlieutnatic. 
Injury,  as  in  so  many  cases,  appears  to  have  been  the  direct 
exciting  cause  at  two  and  a  half  years  of  age.  The  bony 
growths  for  the  most  part  seem  to  have  originated  from  the 
spinous  processes  of  the  vertebrjB,  and  to  have  spread  into 
the  retro-vertebral  muscles,  more  particularly  the  latissimus 
dorsi  and  trapezius ;  the  child's  back  is  traversed  in  several 
directions  by  elevated  ridges  of  bone,  which  present  a  rough 
symmetry.  This  tendency  to  overgrowth  of  normal  promi- 
nences of  bone  is  not  entirely  confined  to  the  vertebra,  as 
the  anterior  bicipital  ridges  and  the  cornua  of  the  coccyx  are 
similarly  overgrown.  Nor,  again,  is  all  the  new  formation  of 
bone  in  direct  anatomical  continuity  with  pre-existing  bone, 
for  in  the  muscles  of  the  nape  of  the  neck  can  be  felt  a  trans- 
verse bridge  of  bone  that  can  be  readily  moved  fi*om  side  to 
side.  The  fixed  curvature  of  the  spine  and  the  rigidity  of 
the  cervical  muscles  give  the  child  a  very  characteristic  atti- 
tude. The  upper  arms  are  glued  to  the  sides  by  ossification 
of  the  humeral  attachments  of  the  latissimus  dorsi  on  either 
side.  Skiagrams  show  the  actual  condition  of  the  thumbs 
and  toes,  the  deformities  of  which  have  also  been  observed  in 
several  of  the  previously  recorded  cases.  The  shortness  of 
the   thumbs  is  chiefly   due  to  shortness    of   the    metacarpal 
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bones,  and  their  rig-idity  to  synostosis  of  the  first  and  second 
phalanges.  In  the  great  toes  the  condition  is  not  hallux 
valgus,  but  the  metatarsal  bone  is  completely  ossified  to  the 
first  phalanx,  and  the  effort  of  nature  to  compensate  this 
condition  has  resulted  in  a  throwing  outward  of  the  ungual 
phalanx  beneath  the  second  toes. 


XXXIV. — A  case  of  Congenital  Paralysis  due  to  Myo- 
pathy in  a  hoy  cet.  4J.  By  Leonard  Guthrie,  M.D, 
Exhibited  February  24,  1899. 

PATIENT  is  the  youngest  but  one  of  five  children,  all  of 
of  whom  are  reported  to  be  healthy.  He  has  never  been 
able  to  stand  or  walk. 

Present  condition. — Intelligence  good  ;  speech  voluble  but 
"  idioglossic  ";  face  unaffected. 

Muscular  development. — All  muscles  small ;  no  hyper- 
trophy. 

Upper  extremities. —  All  movements  freely  executed,  but 
very  feebly.  Hand  grasp  very  weak ;  cannot  pull  himself  up 
to  sitting  position  when  lying  down,  or  pull  against  slight 
resistance  ;  can  feed  himself  and  drink  out  of  cup,  using  both 
hands. 

Trunh. — Sits  up  firmly  and  erectly;  can  rock  to  and  fro, 
but  falls  back  if  he  gets  beyond  centre  of  gravity,  and  cannot 
get  up  again. 

Lower  extremities. — Flabby.  Cannot  extend  legs  at  knee 
or  keep  them  so  when  straightened ;  uses  hands  to  adduct 
thighs  ;  swings  legs  by  action  of  gastrocnemii  only.  Knee- 
jerks  quite  absent.  Commencing  flexor  contraction  of  knees. 
Movements  of  feet  perfect.  When  held  erect  goes  through 
action  of  walking,  but  cannot  support  himself ;  if  allowed  to 
subside  on  floor  makes  no  attempt  to  alter  his  position,  but 
lies  as  he  has  fallen,  only  crying  if  position  happens  to  be 
uncomfortable;  cannot  crawl  or  turn  over,  or  rest  on  hands 
and  knees.  When  lying  at  rest  lower  extremities  fall  into 
cadaveric  position.     No  dislocation  of  hip  nor  coxa  vara. 

Sensation  everywhere  normal.      Sphincters  unaffected. 

Electrical  reactions. — General  diminution  to  both  currents. 


DESCRIPTION  OF  PLATE  XVII. 

Illustrating  Dr.  Raymond  Crawfurd's  case  of  Myositis  Ossificans 
Progressiva. 

Fixed  attitude  due  to  the  osseous  formations. 
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No  R.D.J  but  in  some  muscles  K.C.C.  =  A.C.C.  {e.  g.inga&troc- 
nemii). 

The  form  of  myopatliy  is  believed  to  be  "Juvenile^'  of 
Erb. 

It  is  unusual  in  being  strictly  congenital. 


XXXV. — A  case  of  Acute  Atrophic  Paralysis  affecting 
both  Upper  EMrewities  in  a  hoy  set.  7.  Bj  Leonard 
Guthrie,  M.D.     Exhibited  February  24,  1899. 

PATIENT  was  taken  ill  on  August  19,  1898,  with  vomiting 
and  fever  (102° — 103°)  after  exposure  to  sun.  Three 
days  later  pains  in  both  arms,  chiefly  in  shoulder  region, 
increased  on  passive  movement,  with  loss  of  power  in  both 
arms  and  hands.  Respiration  was  then  chiefly  diaphragmatic. 
The  pain  continued  for  about  a  fortnight.  Lower  limbs 
never  affected. 

Present  condition. — Face,  neck,  and  legs  unaffected. 
Much  wasting  of  upper  extremities,  including  shoulder  and 
hands.  Can  elevate  and  advance  shoulders  and  approximate 
scapulae  behind.  Right  scapula  "  winged,"  lower  angle 
tilted  inwards  and  upwards  (by  rhomboids).  Cannot  elevate 
either  arm  at  shoulder,  or  abduct  from  side. 

Rii/lit  arm. — Cannot  flex  or  extend  elbow,  or  put  limb 
behind  his  back  except  by  swinging  it.  Can  supinate  fore- 
arm slightly  (by  supinator  brevis).  Cannot  dorsiflex  Avrist; 
some  flexor  contraction  of  wrist.  Cannot  dorsiflex  hand, 
but  has  some  power  in  long  flexors  of  fingers.  Hand  shows 
commencing  "  claw  deformity."  Cannot  oppose  thumb  and 
fingers. 

Left  arm. — Can  flex  elbow,  dorsiflex  hand,  and  supinate 
and  pronate  forearm,  and  put  arm  behind  his  back. 

Electrical  reactions. — Well-marked  R.D.  in  all  paralysed 
muscles. 

Sensation  everywhere  normal.     Xo  pain  or  tenderness. 

Remarks. — Implication  of  both  upper  extremities  is  rare 
in  acute  atrophic  paralysis.  Holt  only  found  two  cases  in 
560. 

The  distribution  of  the  palsy  strongly  resembles  that  in 
an  ordinary  case  of  progressive  muscular  atrophy. 
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XXXVI. — Case  of  a  'patient  r.oriiplaininrj  of  Di/sphagia, 
and  found  to  be  affected  u'ith  TJmlateral  Paralysis 
of  the  Eighth  and  Bulbar  Neroes.  By  Si'Clair 
Thomson,  M.D.     Exhibited  Febmanj  24,  1899. 

THE  patient  is  a  man  set.  36.  Three  and  a  half  years 
ao-o  he  commenced  to  suffer  from  tinnitus  in  the  left  ear, 
which  gradually  became  quite  deaf.  Eighteen  months  ago 
severe  vertigo  came  on;  it  was  constant  except  when  he  was 
lying  down;  it  was  worse  on  rising  from  bed,  when  he  once 
or  twice  had  retching  attacks.  He  complained  of  shooting 
pain  in  the  left  ear. 

He  was  seen  by  Dr.  Pritchard  in  November,  1897.  The 
tympanic  membrane  on  the  left  side  showed  old-standing 
thickening,  and  when  walking  with  the  eyes  shut  he  stag- 
gered to  the  left.  A  year  ago  his  voice  suddenly  changed, 
becoming  hoarse  and  hollow;  he  grew  weak,  and  had  con- 
siderable difficulty  in  swallowing  food ;  he  lost  nearly  a  stone 
in  weight  and  looked  generally  very  ill.  At  the  same  time 
he  complained  of  pain  on  the  left  side  and  back  of  his  head, 
so  severe  that  he  only  had  two  hours'  sleep  on  several  nights 
before  first  coming  under  observation  on  the  April  22,  1898. 
At  that  date  he  was  noted  to  be  anasmic,  aged-looking, 
and  with  a  small,  hard  gland  at  the  angle  of  the  left  jaw. 
His  voice  was  that  of  aphonic  waste;  there  was  much 
mucus  in  the  lower  pharynx;  and  the  left  vocal  cord  was 
found  to  be  fixed  in  the  cadaveric  position,  while  the  right 
moved  freely  on  phonation,  but  did  not  quite  close  over  to 
meet  the  left.  On  auscultating  the  oesophagus  no  arrest  was 
detected  to  the  swallowing  of  water,  A  No.  8  (esophageal 
bougie  was  easily  passed  Avithout  meeting  any  constriction. 
His  left  pulse  was  thought  to  be  somewhat  smaller  than  the 
right,  but  nothing  was  detected  in  his  thorax.  The  lung 
sounds  were  normal  and  the  heart's  action  was  rapid  and 
tumultuous.  There  was  complete  nerve  deafness  of  the  left 
side,  and  the  left  membrane  showed  old-standing  thickening, 
and  bulged  outwards.  Examination  with  a  probe  showed 
that  this  was  not  due  to  retention  of  blood  behind  it. 

He  was  given  a  few  doses  of  moi'phia,  and  put  upon 
iodide  and  perchloride.  He  improved  considerably,  and  in 
June   last  was  able  to  eat  solid  food.     In  that  month  it  was 
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noted  that  the  soft  pahite  was  diawn  up  to  the  right  on 
phonation.  Wheu  seen  again  in  Septetnber  he  was  not  so 
well;  although  he  liad  no  reeling  or  giddiness,  he  still  found 
difficulty  in  swallowing,  and  it  was  noted  then  that  the 
dysphagia  was  chieHy  during  the  second  act  of  deglutition, 
i.  e.  he  had  to  force  it  out  of  his  pharynx.  His  pulse  was 
then  150,  but  small,  compressible  and  irregular.  The  pupils 
were  noted  to  be  equal  and  reacting.  If  careless  in  drinking 
the  fluid  came  out  through  his  nose.  The  condition  of  the 
larynx  remained  as  before. 

He  did  not  come  under  observation  again  until  last  month. 
It  will  now  be  noted  that  there  is  no  tenderness  over  the 
skull.  The  tuning  fork  is  not  perceived  on  the  left  side. 
The  left  membrane  is  as  already  described.  He  states 
that  at  times  he  has  been  "  nearly  mad  "  with  the  pain  in  the 
left  ear ;  for  one  period  of  three  weeks  it  was  continuous. 
The  tinnitus  continues.  There  are  no  glands  in  the  neck, 
there  is  still  much  mucus  in  the  throat,  the  soft  palate  is 
drawn  up  to  the  right  on  phonation,  while  the  lefc  side  is 
paretic.  He  has  latterly  bitten  the  left  side  of  his  tongue, 
and  when  it  is  projected  it  turns  towards  the  left.  Taste, 
when  tested  by  quinine,  is  not  detected  on  the  posterior 
half  of  the  left  side,  but  is  present  on  the  posterior  half  of 
the   right.     There   is   no  reaction  on   either  side  to  quinine 


Fig.  10. — Larynx  during 
respiration. 


Fig.  11. — Larynx  during 
phonation. 


on  the  anterior  two-thirds.  There  is  no  anassthesia  over 
the  distribution  of  the  fifth  cranial  nerve,  and,  as  is  seen 
by  his  frowning,  Avhistling,  and  grinning,  the  facial  nerve  is 
unaffected.  The  lefb  vocal  cord  is  still  completely  fixed  in 
the  cadaveric  position.  The  right  cord  in  phonation  moves 
over  to  the  median  position,  but  does  not  cross  it  to  meet  the 
paralysed  cord,  hence  the  voice  of  aphonic  waste.     It  is  now 
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noticed  also  that  the  abduction  of  the  right  cord  appears  to 
be  slightly  impaired,  which  it  was  not  when  he  first  came 
under  observation.  There  is  no  obvious  implication  of  the 
trapezius,  sterno-mastoid^  and  cervical  muscle.  He  has  no 
tracheal  tugging.  The  pulse  is  still  irregular,  about  140; 
the  heart's  action  is  tumultuous  ;  no  bruit,  no  increased  dul- 
ness,  no  thrill.  He  now  has  occasionally  violent  attacks 
of  vomiting,  chiefly  in  the  morning.  The  pupils  are  equal 
and  react ;  there  are  no  retinal  changes.  The  knee-jei'k  is 
readily  obtained  and  there  is  a  suspicion  of  ankle  clonus.  He 
swallows  with  some  difl&culty  still,  but  is  able  to  get  down  a 
fair  amount  of  solid  food.  Still  his  weight  is  only  8  st.  12  lbs. 
instead  of  10  st.  7  lbs.  He  has  taken  a  good  deal  of  iodide 
of  potassium  in  doses  of  15  grs.  three  times  a  day,  and  he 
always  attributes  considerable  relief  to  it  whenever  he  has 
appeared  again  for  treatment.     There  is  no  specific  history. 

The  pathology  of  the  case  need  not  be  entered  into  at 
present;  but  it  is  interesting  to  note  that  an  intra-cranial 
lesion  should  cause  symptoms  in  many  ways  simulating 
malignant  disease  of  the  oesophagus,  and  that  part  of  the 
same  lesion  should  destroy  the  auditory  nerve  and  leave  the 
facial  intact. 


XXXVII. — A  case  of  Asthenic  Bulbar  Paralysis.  By 
Harry  Campbell,  M.D.  Exhibited  February  24, 
1899. 

WOMAN  £et.  29.  Illness  began  twelve  months  ago,  but 
has  been  much  worse  the  last  three  months.  Com- 
plains of  weakness  of  certain  muscles,  especially  after  using 
them  ;  after  a  period  of  rest,  as  at  the  beginning  of  the  day, 
power  partly  or  even  completely  returns.  The  affected  mus- 
cles are  :  the  soft  palate,  causing  nasal  speech  and  permitting 
fluids  to  escape  through  the  nose ;  the  pharynx,  causing 
solids  to  stick  in  the  throat;  the  tongue — she  complains  of  a 
*' tired  feeling"  at  the  back  of  the  tongue  after  talking  a 
little  time ;  the  orbicularis  oris — she  cannot  whistle,  and  has 
great  difl&culty  in  emptying  a  spoon  with  the  upper  lip ; 
orbicularis  palpebrarum — can  only  close  the  eyes  feebly;  the 
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anterior  part  of  the  occipito-frontalis — cannot  transversely 
furrow  the  forehead.  On  one  occasion  she  complained  of  a 
difficulty  of  lifting  her  hands  up  to  her  head  to  do  her  hair. 

The  degree  of  weakness  varies  from  day  to  day  ;  it  is 
attended  by  a  sense  of  fatigue  in  the  affected  muscles,  and  is 
always  greatly  increased  by  using  them.  Thus  after  speaking 
a  little  time  her  speech  becomes  unintelligible.  The  electrical 
reactions  are  quite  normal.  Sensation  normal.  Fundus 
normal.  Knee-jerk  normal.  The  absence  of  ptosis  and 
diplopia,  so  common  in  this  disorder,  is  noteworthy. 


XXXVIII. — A   case  of  Multiple    Sarcomata,   set.    65, 
By  A.  H.  Tubby.     ^Exhihlted  Fehruarij  24, 1899. 

PATIENT  Avas  quite  well  until  about  six  months  ago,  when 
he  noticed  a  swelling  at  upper  part  of  right  side  of  the 
scrotum,  which  increased  gradually  and  without  pain  until 
the  whole  of  the  scrotum  on  the  right  side  was  filled  up. 
About  three  weeks  after  appearance  of  swelling  on  right  side 
of  scrotum  the  left  side  began  to  swell.  The  next  swelling 
to  which  his  attention  was  drawn  was  that  below  the  left  half 
of  lower  jaw.  This  came  about  seven  weeks  ago,  and  has 
been  rapidly  followed  by  masses  all  over  the  subcutaneous 
tissue.  He  has  not  been  ill  previously,  but  he  said  he  has 
had  a  "lump"  in  the  lip  similar  to  the  present  ones  which 
disappeared  by  itself.  There  is  no  history  of  "growth"  in 
the  family. 

Present  condition. — Head  and  neck:  a  large  mass  like  a 
collar  encircles  the  neck  from  ear  to  ear.  It  is  firm  in 
consistency,  and  is  commencing  to  ulcerate  on  the  surface  and 
is  adherent  deeply,  but  is  not  absolutely  fixed. 

The  body  and  limbs  are  studded  with  growths  of  variable 
size,  exceedingly  numerous,  situated  in  the  subcutaneous 
tissue,  and  many  of  them  being  of  a  pui'plish-red  colour. 
During  the  last  few  days  the  number  of  these  growths  has 
increased  daily,  and  it  has  been  possible  to  watch  their  for- 
mation from  a  small  shotty  nodule  to  a  mass  the  size  of  a 
hazel-nut  or  larger.  There  are  no  enlarged  lymphatic  glands 
except  in  the  neck  and  groin.  It  is  not  possible  to  make  out 
any  signs  of  secondary  growths  in  the  lungs.     The  liver  is 
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enlarged  and  reaches  nearly  to  the  umbilicus  and  he  is  jaun- 
diced. The  spleen  does  not  appea.r  to  be  enlarged.  The 
urine  contains  no  sugar  and  no  albumen,  and  is  of  sp.  gr. 
1024.  An  examination  of  the  blood  shows  a  proportion  of 
red  corpuscles  to  white  cells  of  350  to  1,  that  is,  there  is  an 
increase  in  the  number  of  l^'mphocytes.  On  Monday,  Feb- 
ruary 27,  two  or  thi'ee  of  the  growths  Avere  removed  for 
examination  and  culture. 

Since  his  admission  he  has  grown  much  thinner  and  more 
feeble,  and  has  ceased  to  take  interest  in  things.  On 
February  26,  he  expectorated  some  bloody  mucus. 


XXXIX. — A  case  of  Anterior  Dislocation  of  the  Hip 
{?  Congenital),  3et.  three  years  and  jive  months.  By 
A.  H.  TuEBY.     Exhibited  Februarij  24,  1899. 

DOROTHY  B.,  set.  3  years  and  5  months,  is  the  second 
child.  There  was  nothing  abnormal  at  her  birth,  and 
the  mother  states  that  no  instruments  were  used.  Imme- 
diately after  birth  there  was  no  bruising  seen  about  the 
right  hip.  When  the  child  was  nine  weeks  old  the  mother 
noticed  that  the  right  leg  was  apparently  longer  than  the 
left,  and  that  the  right  limb  hung  loosely.  She  says  that  the 
hip  never  slipped  iu  and  out,  nor  could  it  be  moved  up  and 
down.  There  is  no  history  of  congenital  dislocation  in  the 
family. 

On  examination  the  right  limb  has  the  following  position  : 
— It  is  everted  and  abducted,  and  the  pelvis  is  tilted  down- 
wards on  that  side.  The  hip  and  knee  are  flexed  and  the 
foot  is  turned  out.  When  the  child  stands  the  attitude  is 
exactly  that  as  described  by  classical  writers  of  pubic  dislo- 
cation of  the  hip.  The  limb  is  |-  inch  shorter  than  its  fellow. 
The  displaced  head  of  the  bone  can  be  clearly  felt  in  the 
middle  in  the  base  of  the  Scarpa's  triangle.  The  movements 
of  the  hip-joint  are  very  limited.  The  adductors  of  the  thigh 
are  wasted  and  flabby,  and  there  is  no  patella  reflex  showing 
that  the  dislocation  of  the  head  may  possibly  be  of  paralytic 
origin.  The  muscles,  however,  have  not  been  tested  for  the 
reaction  of  degeneration,  and  the  most  probable  explanation 


DESCRIPTION  OF  PLATE   XVIII. 

Illustrating  Mr.  Tubby's  case  of  Multiple  Sarcomata. 

The  whole  body  is  seen  to  be  studded  with  growths  of  various  sizes, 
and  those  affecting  the  testicles  are  particularly  large.  The  masses  in 
the  neck  are  hidden  by  the  beard. 


Clin.  Soc.  Trans.,  Vol.  XXXII.,  PI.  XVIII. 


Printed  and  Engraved  by  Bale  d  Danielsson.  Ltd.,  London. 


Clinical  Cases.  269 

of  the  case  is  that  it  is  one  occurrin<>'  at  birth,  owing"  to  the 
head  of  the  feninr  having  been  situated  in  an  imperfectly 
developed  and  shallow  acetabnlum.  A  skiagram  which  lias 
been  taken  shows  the  head  of  the  bone  lying  on  the  horizontal 
ramus  of  the  pubes,  but  the  exact  state  of  the  acetabulum 
cannot  be  gauged  from  the  photograph. 


XL. — Case  of  Achondroplasia ,  or  CJiondrody atrophia 
Hyperplastica^  set.  ten  and  a  half  years.  By  William 
TuKXER,  M.S.,  F.R.C.S.    Exhibited  April  28,  1899. 

k  C,  set.  10|,  female.  Complains  of  pain  in  the  back  after 
xl-«      walking,  and  that  she  is  very  liable  to  slip  and  tumble. 

Family  history. — Father  and  mother  alive  and  perfectly 
healthy  j  they  were  married  at  the  age  of  twenty-three.  The 
patient  is  the  eldest  child,  and  was  born  wdthin  the  first  year 
of  married  life ;  the  following  year  there  were  twins,  still- 
born ;  the  third,  a  girl,  alive  and  well  now  ;  then  a  boy  who 
died  of  diphtheria  at  the  age  of  twelve  months;  then  a  girl 
who  is  now  three  years  old;  and  lastly  a  baby  who  died  in 
January  of  this  year  (1899)  of  "  consumption  of  the  bowels." 
To  sum  up,  seven  children  ;  three  living,  aged  ten,  seven,  and 
three. 

There  are  no  other  deformed  members  of  the  family  or 
in  the  families  of  the  father  or  mother. 

Fast  history. — The  deformities  were  noticed  at  birth, 
and  have  become  more  noticeable  since,  owing  to  the  in- 
creased size  of  the  body  as  compared  with  the  limbs. 

She  attends  school,  second  standard,  and  is  considered 
sharp  for  her  age,  and  mentally  is  quite  efficient ;  she  is  back- 
ward only  on  account  of  the  shortness  of  her  arms  and  legs, 
which  prevent  her  doing  things  with  other  children  of  her 
own  age.  As  an  instance  of  this,  it  takes  her  nearly  three 
hours  to  dress  herself,  and  it  is  impossible  for  her  to 
thoroughl}'-  wash  herself. 

She  has  had  no  serious  illness. 

Present  condition. — She  is  healthy  looking  and  intelli- 
gent; is  very  short  (37  ins.),  her  sister  of  three  being  a  little 
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taller  than  the  patient ;  her  body  is  long  as  compared  with 
her  limbs,  both  arms  and  leg's,  which  are  very  short;  and  her 
head  is  remarkably  large  (21 J  inches  round),  the  upper  part 
being  rather  rachitic  in  shape,  but  there  are  no  bosses;  the 
bridge  of  the  nose  sunk  and  the  face  rather  small;  the  hair 
is  fair,  and  its  quality  fine  and  silky;  the  skin  all  over  is 
normal  and  fair,  and  there  is  a  fair  quantity  ot"  subcu- 
taneous fat. 

Necli. — Isthmus  of  thyroid  can  be  felt,  but  the  lateral 
lobes  cannot  be  made  out. 

Teeth  are  healthy  but  deficient  in  number. 

TrunTc. — Nothing  particular  to  notice  here.  She  usuall}' 
sits  with  a  single  kypliotic  curve,  and  stands  with  a  marked 
lordosis  in  the  lumbar  region ;  there  is  also  some  slight 
beading  of  the  ribs.  From  occipital  protuberance  to  coccyx, 
16  inches. 

Arms. — Very  stunted  with  an  inward  curve,  they  do  not 
quite  reach  to  the  umbilicus  ;  the  epiphyses  are  considerably 
developed  and  even  enlarged,  though  they  are  not  quite 
normal  in  shape ;  the  diaphyses  very  short  and  poorly  de- 
veloped ;  the  elbow-joint  has  suffered  in  consequence,  the 
normal  movements  being  limited,  and  lateral  movement 
present. 

Acromion  process  to  olecranon  measures  4j  inches. 

Olecranon  to  lower  end  of  ulna  measures  4^  inches. 

Circumference  at  wrist,  5  inches. 

The  radii  are  very  curved  over  the  ulnas,  and  there  is 
some  thickening  of  the  shaft  of  the  radius  on  both  sides. 
The  upper  part  of  the  humerus  on  either  side  also  is  distinctly 
enlarged,  this  enlargement  extending  down  the  shaft  of  the 
bone,  and  not  confined  to  the  epiphysis. 

Hands  are  quite  characteristic,  being  spade-like;  the 
fingers  taper,  the  terminal  phalanges  being  smaller  than  the 
first  two,  and  there  is  marked  abduction  of  the  fingers,  espe- 
cially between  the  second  and  ring  fingers,  so  that  the  tips 
cannot  l^e  made  to  touch  in  the  extended  position,  and  only 
with  difiiculty  when  flexed. 

Legs. — Much  the  same  condition  is  found  as  in  the  arms, 
large  epiphyses  and  short  ill-developed  diaphyses  ;  there  is 
genu-valgum  on  both  sides,  and  a  good  deal  of  lateral  move- 
ment at  the  knees. 

Feet. — The  toes  are  flattened  out  and  sepai-ate  one  from 
the  other,  but  there  is  no  abduction  proper  as  in  the  hands. 

From  great  trochanter  to  external  malleolus,  12;^  inches. 
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Gait. — The  child  can  get  up  from  the  prone  posture  only 
with  difficulty  ;  when  up  can  walk  a  fair  distance;  the  walk 
is  rather  unsteady,  with  marked  lordosis  of  the  back  and 
prominence  of  the  abdomen. 

Menstruation  has  occurred  once. 


XLI. — Case  of  Solutiun  of  Continuity  in  both  Femora; 
?  Cause.  B}^  Stanley  Boyd.  Exhibited  Ajjvil  28, 
1899. 

Ti^T.  18.  Very  imperfect  history.  Has  two  brothers  and 
llJ  five  sisters  all  healthy  ;  one  sister  said  to  be  weak  on  her 
legs,  but  limbs  are  straight.  No  signs  of  congenital  syphilis. 
The  boy  says  that  he  had  rickets  when  young.  He  is  dwarfed 
and  undeveloped,  looking  about  twelve  or  thirteen. 

For  the  last  two  years  he  has  been  unable  to  stand  or 
walk  on  account  of  a  solution  of  continuity  in  the  shafts  of 
both  femora  below  the  middle,  which  occurred  without 
obvious  cause  and  persists.  The  part  is  rather  tender,  but 
there  is  no  thickening. 

The  cranium  is  large  in  proportion  to  the  face  and  is 
smooth.     Intelligence  good  though  not  adult. 

Ribs  beaded.  Clavicles  very  curved,  as  from  rickets. 
Bight  upper  limb  practically  normal  for  a  child.  Left 
humerus  much  shoi'ter  than  right,  and  S -curved  antero-pos- 
teriorly.     No  pubic  hair.     Genital  organs  undeveloped. 

The  thigh  bones  are  broken  as  above  said  ;  the  two  frag- 
ments form  a  very  prominent  angle  back  and  in,  and  there  is 
mobility  between  them.  The  legs  are  straight,  and  about 
match  the  right  ai-m.  The  lower  radial,  ulnar,  and  tibial 
epiphyses  are  rather  large. 

The  urine  is  normal. 

The  eyes  are  rather  prominent.  The  thyroid  isthmus  can 
be  seen.     The  neck  vessels  pulsate  visibly. 

Note. — Rest  with  weight  extension  for  some  months; 
iodide  of  potassium  and  thyroid  extract  brought  about  no 
attempt  at  union. 
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XLII. — Case  of  Tumour  of.  the  Upper  Jaw.    B}^  E.  W. 
RouGHTON.     Exhlhited  April  28,  1899. 

THE  patient  was  a  luau  get.  39,  witli  a  tumour  of  the  left 
side  of  the  face  of  two  years'  duration.  The  tumour  was 
uniformly  hard,  and  appeared  to  involve  the  left  maxilla  and 
the  neighbouring  malar  and  nasal  bones.  The  alveolar  pro- 
cess was  much  thickened  and  the  hard  palate  was  depressed. 
The  floor  of  the  nose  on  the  affected  side  was  about  a  tliird 
of  an  inch  higher  than  its  fellow.  There  was  no  history  of 
injury  or  of  syphilis.  Iodide  of  potassium  had  been  given 
without  result.  A  portion  of  the  swelling  had  been  removed 
for  microscopic  examination.  It  showed  a  finely  cancellated 
structure  consisting  of  irregular  trabeculaa  of  bone,  between 
which  there  were  a  large  number  of  oval  and  spindle-shaped 
cells,  and  here  and  there  a  few  large  multinucleated  cells. 


XLIII. — A  case  of  Spontaneoiis  Disappearance  of  Secon- 
dare/ Cancerous  Groiutlis.  By  A.  Peaece  Gould, 
M.S.     Exhibited  April  28,  1899. 

THIS  is  the  same  patient  that  I  showed  to  the  members  of 
this  Society  in  1896  (see  Clin.  8oc.  Trans.,  vol.  xxx, 
p.  205).  My  reasons  for  showing  her  again  are  two.  In  the 
first  place  several  members  have  expressed  a  desire  to  know 
the  further  progress  of  the  case,  and  in  the  second  place 
I  am  anxious  to  correct  a  misconception  as  to  the  possible 
association  of  the  menopause  with  the  rapid  disappearance 
of  the  malignant  deposits. 

The  patient's  general  condition  is  distinctly  better  than 
in  1896  ;  in  fact,  she  appears  to  be  in  all  respects  in  the 
enjoyment  of  good  health.  She  has  gained  flesh  ;  all  her 
functions  are  natural,  except  that  she  is  very  lame  fi'om  the 
bending  and  shortening  of  the  femur.  Still,  she  gets  about 
far  more  easily,  and  can  walk  much  quicker  and  further 
than  when   she    was   here    before.     The   local    condition    is 
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equally  good ;  the  scars  over  the  chest  are  all  soft  and 
supple,  and  there  is  not  the  slightest  indication  of  any 
growth  either  in  the  chest  wall,  the  glands  of  axilla  or 
neck,  the  liver,  or  the  lungs. 

The  impj-ovement  in  this  woman's  condition  began  in  the 
early  part  of  1896,  as  stated  in  my  previous  report;  the  date 
of  her  last  menstruation  was  January,  1895.  For  more  than 
a  year  after  that  date  the  patient  continued  in  an  apparently 
hopeless  condition,  Avith  numerous  and  increasing  growths  in 
the  chest  wall,  in  the  cervical  glands,  and  apparently  also  in 
the  liver  and  right  lung.  I  do  not  think,  therefore,  that  we 
can  connect  this  patient's  remarkable  recovery  with  the 
cessation  of  menstruation,  as  has  been  sometimes  done.  The 
case  remains  in  my  experience  without  exact  parallel,  and 
also,  I  regret  to  say,  inexplicable. 


XLiy. — Case  of  Unilateral  Hypertrophy  of  the  Acces- 
sory Muscles  of  Respiration.  By  Alexander  Moia- 
SON,  M.D.     Exhibited  April  28,  1899. 

ufRS.  D.,  aet.  47,  widow,  multipara,  has  for  a  period  of 
about  two  years  manifested  very  noticeably  an  exag- 
gerated rhythmical  elevation  of  the  right  shoulder  during 
inspiration.  The  phenomenon  had  been  noticed  in  a  minor 
degree  for  even  a  longer  period,  and  was  first  observed 
during  her  last  pregnancy  nine  years  ago.  From  the  con- 
stancy of  the  rhythmical  movement  the  trapezius  muscle  has 
become  unmistakably  hypertrophied,  and  to  a  less  extent 
there  appears  to  be  hypertrophy  of  the  right  scaleni,  upper 
portion  of  pectoralis  major,  and  the  right  rhomboidei  muscles. 
The  trapezius,  however,  is  the  muscle  most  noticeably  en- 
larged. The  thoracic  organs  are  healthy,  and  there  is  no 
evidence  of  impairment  in  the  intercostal  or  other  muscles  of 
the  chest-wall  on  either  side.  The  palatal  muscles  also  act 
normally.  Mrs.  D.  is  a  neurotic  woman,  and  the  case  is 
regarded  as  one  of  so-called  "  functional "  disorder.  Its 
interest  consists  in  its  affording  evidence  of  the  dissociability 
of  respiratory  muscles  which  usually  act  in  bilateral  unison. 
VOL.  XXXII.  18 
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XLV. — Case  of  Excision  of  Posterior  Half  of  Tongue 
and  Epiglottis  for  Epithelioma.  B}'  J.  W.  Bond, 
M.D.,  and  Stanlky  Boyd.  Exhibited  April  28, 
1899. 

rpHIS  patieut  had  suffered  from  sore  throat,  difficulty  in 
-L  swallowing,  and  hoarseness  for  six  or  seven  months,  and 
had  lost  13  lbs.  when  he  was  admitted  into  Charing  Cross 
Hospital,  in  June,  1898. 

He  was  thin  but  strong  and  healthy  looking.  Nothing 
could  be  seen  on  ordinary  examination  of  the  mouth.  On 
inserting  two  fingers  fully  it  was  found  that  the  base  of  the 
tongue  w'as  indurated  right  across  behind  the  circumvallate 
papillge,  the  induration  approaching  the  jaw  more  nearly  on 
the  right  than  on  the  left.  Eather  to  the  right  of  the  mid- 
line a  hard,  round-edged  ulcer,  just  admitting  tip  of  finger, 
could  be  felt.  With  the  laryngoscope  the  ulcer  and  tip  of 
epiglottis  could  be  seen,  but  not  the  cords,  which  were  con- 
cealed by  bulging  of  the  new  growth  towards  the  spine. 
Bimanually  a  large  ball-like  mass  in  the  tongue  could  be 
made  out  just  above  the  hyoid  bone.    There  was  no  dyspnoep^. 

In  the  upper  left  carotid  region  was  a  long  mass  of  hard 
glands  ;  on  the  right  side  only  an  obscure  swelling.  I  could 
feel  a  gland  in  each  submaxillary  region,  but  not  more  plainly 
than  normal. 

I  carefully  removed  all  glands  and  fat  from  the  digastric 
to  halfway  down  the  neck  on  both  sides.  On  the  left  side 
where  glands  were  enlarged  this  was  easy ;  on  the  right  side 
I  used  a  longer  incision  and  was  extra  careful,  but  there 
seemed  little  affection  of  glands  and  but  little  fat  outside  the 
vessels.  On  this  side  I  opened  the  submaxillaiy  region,  and 
having  dealt  with  the  lingual  and  facial  vessels  acd  turned 
the  submaxillary  gland  up,  I  dissected  out  for  2i  inches  and 
saved  the  hypoglossal  nerve.  I  then  opened  the  pharynx 
upwards  and  backwards  along  the  great  cornu  of  the  hyoid  ; 
but  not  thus  obtaining  sufficient  room  I  excised  the  cornu 
and  part  of  the  body.  I  then  found  the  growth  lying  against 
the  spine  so  that  a  finger  had  to  be  forced  between  them, 
and  bulging  down  so  as  almost  completely  to  fill  the  space 
above  the  glottis.  I  cut  across  the  tongue  behind  the 
papillae,  cut  round  in  front  of  the  growth  with  scissors  kept 
close  to  the  back  of  the  hyoid,  and  finally  cut  the  attachment 
by  mucous  membrane  and  epiglottis  to  the  thyroid  cartilage. 
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The  specimen  (exhibited)  shows  the  epithelioma  infiltrating 
and  growing  through  the  epiglottis.  Both  hypoglossal  nerves 
were  preserved.  It  was  possible  by  purse-string  sutures 
almost  completely  to  close  the  wound  by  bringing  the  mucosa 
of  the  dorsum  of  the  tongue  back  to  the  upper  edge  of  the 
thyroid.     This  was  a  most  important  point,  clinically. 

The  man  recovered  easily.  He  was  fed  at  first  by  enema, 
then  by  oesophageal  tube  which  he  soon  passed  himself.  On 
the  18th,  after  many  attempts  which  ended  only  in  coughing, 
he  began  to  swallow,  and  he  left  hospital  a  month  after  the 
operation  in  good  condition,  with  somewhat  narrowed  fauces, 
but  no  recurrence.  His  tongue  could  be  well  protruded 
but  deviated  to  the  right ;  this  has  steadily  improved.  He  now 
swallows  easily  both  fluids  and  solids.  In  October  it  was 
thought  that  his  submaxillary  lymphatic  glands  were  enlarg- 
ing, and  I  cleared  both  spaces ;  no  epithelioma  was  found. 
But  in  March,  1899,  he  had  a  bad  recurrence  in  the  lower 
carotid  glands,  on  the  right  side,  necessitating  the  removal  of 
the  lower  half  of  the  jugular  vein  with  adherent  glands. 

Note. — In  July,  1899,  this  patient  was  well  and  seemed 
free  from  recurrence. 


XL VI. — A  case  of  Injury  to  the  Boots  of  the  Left 
Brachial  Plexus,  with  associated  Eye  Changes, 
occurring  in  an  Infant.  By  H.  Batty  Shaw,  M.D. 
Exhibited  April  28,  1899. 

HISTORY.— The  patient,  E.  O.,  is  an  infant  a^t.  13  months. 
.  He  is  the  first  and  only  child  of  his  parents.  Labour 
■was  "much  protracted  owing  to  the  delay  of  the  head  and 
shoulders.  Forceps  were  used  and  traction  made  first  upcm 
the  head,  and  latterly  considerable  force  was  applied  to  the 
left  axilla.  The  mother  noticed  next  day  that  the  left  arm 
seemed  helpless.  No  fracture  could  be  made  out  at  the  time. 
Stiffness  came  on  in  the  arm  two  or  three  weeks  later,  and 
about  six  weeks  after  birth  the  left  fingers  were  found  to  be 
constantly  bent  into  the  palm.  The  left  eye  remained  closed 
for  two  or  three  days  after  birth,  and  the  child  seems  to  have 
had  an  attack  of  purulent  ophthalmia. 

Present  state. — Motor  power :  this  is  very  much  affected, 
and  after  careful  watching  none  could  be  discovered  beyond 
ability  to  adduct  the  arm  and  to  flex  it  at  the  elbow.     Slight 
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occasional  movemeut  of  the  left  fore-finger  lias  been  noticed. 
The  electrical  reactions  were  so  ill-defined  that  I  do  not  report 
them.  Muscular  wasting  is  not  particularly  marked  owing  to 
the  well-developed  subcutaneous  fat.  The  position  of  the 
fingers  of  the  left  hand  suggests  paralysis  of  the  interossei. 
Passive  movement  of  the  shoulder  and  elbow  is  limited,  but 
the  wi'ist  is  very  flexible.  Examination  under  chloroform 
and  radiograms  do  not  reveal  any  fracture  of  bones,  etc. 
The  left  hand  is  very  commonly  held  by  the  right,  and  by 
this  means  the  left  arm  is  moved  into  various  positions. 

Sensation. — Response  to  the  prick  of  a  pin  is  shown  all 
over  the  arm. 

Ti-oj)hic  change. — There  are  no  definite  changes  in  the 
nails  of  the  left  hand,  but  the  skin  of  the  upper  arm  is 
thickened  somewhat,  due  to  repeated  attacks  of  eczema, 
which  were  always  more  marked  on  the  left  side  of  the  face 
and  on  the  left  arm.  The  left  arm  seems  shorter  than  the 
right,  though  actual  measurements  do  not  confirm  this. 

Eye  phenomena. — The  left  palpebral  fissure  is  smaller  than 
the  right,  due  rather  to  the  elevation  of  the  lower  lid  than  to 
the  drooping  of  the  upper  one.  The  left  pupil  is  constantly 
smaller  than  the  right,  and  reacts  to  light  and  accommoda- 
tion. The  left  iris  is  blue  in  colour,  the  right  has  an  admixture 
of  brown.  The  left  eyeball  is  not  less  prominent  than  the  right, 
its  tension  is  not  lowered,  nor  does  the  cornea  appear  to  be 
flattened ;  the  child  appears  to  see  quite  well  with  the  left 
eye.     There  is  no  injection  of  the  conjunctiva  in  the  left  eye. 

Diagnosis. — Damage  to  the  bones  of  the  limb  may  be  ex- 
cluded. Injury  to  the  cord  is  negatived  by  the  absence  of 
symptoms  in  the  legs  and  of  sphincter  troubles.  Injury  to 
the  main  branches  of  the  brachial  plexus  may  also  be  excluded 
by  reason  of  the  associated  eye  phenomena,  which  suggest 
damage  to  papillo-motor  nerve  fibres.  Injury  has  probablj- 
occurred  to  the  lower  motor  roots,  especially  the  eighth 
cervical  and  first  dorsal,  at  points  somewhere  between  their 
origin  from  the  spinal  cord  and  the  giving  off  of  the  rami 
communicantes  to  the  sympathetic  cord.  The  sensoi'y  roots 
seem  to  have  escaped. 

The  case  is  interesting  from  two  points  of  view  :  first, 
the  injury  dates  from  birth,  the  injury  in  similar  cases  recorded 
previously  dating  from  some  time  after  birth;  secondly,  it 
seems  interesting  to  note  the  fact  of  the  want  of  development 
of  pigment  in  the  iris  of  the  affected  side. 

I  am  indebted  to  Dr.  J.  Rose  Bradford  for  permission  to 
show  this  case. 
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XLVII. — Gase  of  Pulsus  Paradoxus,  2?Tohahly  due  to 
Chronic  Mediastinal  Cellulitis  ivith  Pericardial  Ad- 
hesions. By  Norman  Dalton,  M.D.  Axhihited 
April  28,  1899. 

WM.  R.,  fet.  48j  a  paper  warehouseman  by  occupation. 
He  has  not  had  rheumatic  fever  nor  scarlet  fever. 
Six  years  ago  he  had  influenza  severely,  but  says  that  he  did 
not  oougli.  Two  years  ago  he  had  bronchitis  slightly.  He 
has  had  a  cough  since  last  autumn,  with  slight  haemoptysis 
once  or  twice.  The  cough  is  worse  in  the  morning.  There 
is  no  history  of  alcohol. 

On  examining  the  lungs,  tlie  left  lung  is  resonant,  but 
cousonating  rales  of  all  kinds  can  be  heard  over  it,  except 
under  the  clavicle,  and  some  coarse  friction.  The  right  luno- 
is  normal. 

The  heart's  sounds  are  normal.  The  apex-beat  extends 
from  the  ensiform  cartilage  to  two  inches  below  the  nipple, 
and  over  the  whole  of  it  there  is  a  strong  systolic  retrac- 
tion of  the  parietes,  especially  at  the  ensiform  cartilage. 
Wlien  he  takes  a  deep  breath  the  pulse  at  the  wrist  becomes 
remarkably  small.  The  sphygmographic  ti-acing  shows  a 
distinct  lessening  of  the  systolic  rise  during  inspiration,  and 
a  slight  quickening  in  the  number  of  beats,  constituting  the 


Inspiration 


typical  pulsus  paradoxus.  The  decrease  in  the  systolic  rise 
is,  however,  most  marked  at  about  the  middle  of  inspiration 
and  not  at  the  end,  while  the  hurrying,  as  might  be  expected, 
is  most  marked  at  the  end.  For  the  rest  the  tracing  shows  a 
short  systolic  rise  and  no  dicrotism. 

As  the  veins  of  the  neck  are  not  distended,  it  is  not 
possible  to  detect  a  diastolic  collapse,  or  any  other  sign  in 
them.  When  I  first  saw  him  there  was  some  cardiac  dulness, 
and  it  became  less  after  full  inspiration.  This  is  contrary  to 
the  rule  in  adherent  pericardium.  When  I  last  examined  him 
I  could  detect  no  cardiac  dulness.  In  the  interval  which  had 
passed  since  my  first  examination  (six  weeks)  he  had  had  two 
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attacks  of  bronchitis,  so  that  empliysenia  at  tlie  anterior 
border  of  the  lung  may  have  occurred,  and  if  so,  this  would 
further  show  that  there  was  no  great  pleural  adhesion  or  peri- 
pleural  fibrosis  near  the  left  border  of  the  heart. 

The  other  signs  which  have  been  considered  indicative  of 
adherent  pericardium  and  of  chronic  mediastinal  cellulitis  are 
absent. 

I  at  first  thought  that  the  patient  was  suffering  from 
phthisis  in  the  left  lung,  but  no  tubercular  bacilli  have  been 
found  in  the  sputum,  and  he  has  not  lost  flesh.  I  can,  there- 
fore, only  suppose  that  he  has  non-tubercular  chronic  inter- 
stitial pneumonia  of  that  lung  with  much,  but  not  universal 
pleuritic  adhesion.  This  may  have  originated  during  his 
influenza  six  years  ago,  although  his  recollection  is  that  he 
had  no  cough.  He  has  never  had  syphilis.  As  regards  the 
pericardium,  I  think  that  there  must  be  a  mass  of  fibrous 
tissue  between  its  parietal  layer  and  the  sternum  and  dia- 
phragm. There  are  also,  probably,  dense  pericardial  ad- 
hesions opposite  to  the  diaphragm  anteriorly,  near  to  the 
ensiform  cartilage,  and  perhaps,  also,  at  the  base  of  the  heart 
near  the  great  vessels.  My  reasons  for  thus  limiting  the 
extent  of  the  pericardial  adhesions  are — first,  that  the  low 
position  of  the  apex-beat  and  its  systolic  retraction  indicate 
continuity  between  the  heart  muscle,  the  diaphragm,  and 
the  chest-wall;  secondly,  the  pulsus  paradoxus  is  supposed 
to  be  due  to  bending  of  the  aorta  on  inspiration,  so  that  if 
this  be  true  we  must  have  adhesions  in  that  position  ;  thirdly, 
the  other  signs  of  adherent  pericardium  are  absent,  and  the 
heart  is  not  really  seriously  embarrassed,  so  that  there  is 
probably  not  universal  adhesion. 


XLYIII. — A  case  of  Aortic  Disease  with  a  Mnsical 
Bruit  in  lohich  "  competence  "  ivas  restored  hy  baths 
and  exercise.  By  W.  Bkzly  Thorne,  M.D.  Ex- 
hibited April  28, '1891). 

TM.,  aet.  48,  an  omnibus  driver. 
•        February  10. — In  good  health  till  six  weeks  ago,  when 
the  horses  slipped,  and  he  made  a  great  effort  to  hold  them  up. 
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He  felt  nothing  until  starting  to  walk  Lome  three  quarters  of 
an  hour  later,  when  he  became  short  of  breath.  A  fortnight 
later,  after  haviug  taken  a  walk  and  gone  to  bed  at  9.30  I'.M., 
he  woke  at  2.30  a.m.  so  short  of  breath  that  he  thought  he 
was  about  to  die,  and  ever  since  has  had  bad  nights  in 
consequence  of  breathlessness ;  has  dyspnoea  on  exertion. 

Prese)d  condition. — Apex-beat  in  nipple  line,  impulse  not 
exaggerated,  second  sound  at  base  accompanied  by  a  musical 
murmur  and  a  thrill  sensible  over  greater  part  of  front  of 
thorax.     The  murmur  is  audible  8  inches  from  the  chest. 

February  13.— Had  baths. 

February  18. — Sleeps  through  night  and  has  good  appetite. 

March  2. — No  dyspnoea  day  or  night, 

March  18. — Edge  of  liver  1  inch  below  costal  cartilage. 

March  22. — Finished  treatment.  No  material  diminution 
of  area  of  dulness;  ihrill  much  diminished;  musical  bruit 
audible  only  2  or  3  inches  from  chest. 


XLIX. — Case  of  Meningo-myelocele,  a  'patient  slioimi 
after  Ecvcision  of  a  Meningo-myelocele,  with  a  slda- 
gra/ph  of  the  condition  before  operation.  By  W.  G. 
Spencer.     Exhibited  April  28,  1899. 

f'pHE  baby  shown  is  a  boy  who  was  aged  7  months  at  the 
jL  time  of  the  operation,  on  March  7.  He  was  the  subject 
of  meniugo-myelocele,  in  accordance  with  the  classical  de- 
scription given  in  the  report  of  the  Committee  of  the  Society 
on  "  Spina  Bifida,"  in  vol.  xviii  of  the  Society's  Transac- 
tions. The  skiagraph  of  the  condition  before  operation  shows 
the  line  of  the  vertebral  bodies  normal,  the  spines  and  laminae 
are  regular  down  to  the  tumour,  the  lower  lumbar  and  sacral 
spines  and  laminas  are  absent.  The  shadow  of  the  tumour  is 
shown ;  it  was  about  4  inches  in  diameter ;  from  its  upper 
border  to  the  most  prominent  point  runs  a  linear  shadow 
representing  the  cauda  equina  attached  to  the  skin  by  the 
filum  terminale  (Plate  XIX). 

Before  the  operation  the  child  was  kept  across  a  pillow 
with  the  tumour  highest,  so  that  the  skin  could  be  properly 
prepared.    The  same  position  was  maintained  at  the  operation, 
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and  consequenth^  no  cerebro-spinal  fluid,  except  that  contained 
in  the  tumour,  was  lost.  Also  after  the  operation  tlie  wound 
was  kept  highest,  and  thus  there  was  no  contamination  at  all 
from  the  fteces  and  urine.  The  sac  was  excised  by  an  oval 
incision,  the  cauda  equina  dissected  off  and  laid  down  in  the 
groove  behind  the  vertebral  bodies,  from  which  some  soft 
connective  tissue  was  first  cut  out.  A  deep  row  of  fine  silk 
sutures,  and  then  a  running  in-and-out  suture  through  the 
skin,  caused  the  thin  skin  to  pout  outwards,  so  that  union 
was  obtained  over  a  considerable  part  of  the  under  surface. 
The  wound  healed  under  a  collodion  dressing;  there  was  no 
cerebro-spinal  nor  other  serous  oozing.  The  scar  is  now 
raised  about  a  quarter  of  an  inch  from  the  surface,  and  forms 
a  firm  pad  protecting  the  cauda  equina,  and  there  is  no  impulse. 

The  child  before  operation  was  rather  feeble  ;  it  has  become 
of  a  good  colour  and  is  much  fatter.  No  movements  of  the 
legs  were  noted  before  operation  nor  for  some  time  after. 
It  now  crows,  kicks  with  both  legs,  and  there  are  no  signs 
in  the  legs  of  any  lack  of  nerve  influence.  The  anterior 
fontanelle  is  still  large,  but  there  is  as  yet  no  sign  of  hydro- 
cephalus, and  the  general  state  of  the  child's  development 
does  not  appear  to  be  below  the  average. 

In  a  case  of  this  kind  the  success  of  the  operation  depends 
almost  entirely  upon  the  nursing. 


L. — Case  of  Ossification  of  the   Tendo  AchiUis.     Bv 
WiLLMoTT  EvAKS.     ExUhlted  April  28,  1899. 

f^pHE  patient,  a  man  51  years  of  age,  has  a  hard  mass  in  the 
i  tendo  Achillis  of  the  left  leg.  He  had  an  injury  to  that 
leg  twelve  years  ago,  and  again  eight  years  ago.  For  twelve 
months  he  has  noticed  the  mass  in  the  tendon,  and  lately  he 
has  complained  of  some  pain,  but  it  interferes  very  little  with 
walking.  The  skiagram  shows  a  dark  mass  in  the  tendon, 
and  it  is  probably  bony  or  calcareous. 

The    thigh    of   the    opposite    side    presents   a   congenital 
constriction,  and  many  of  the  fingers  are  malformed. 
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■ a    case    of    chronic    superficial    glossitis    in    congenital 


syphilis 


227 


Syphilis:    syphilitic   stenosis  of  the  bronchi   (H.  D.  Rolleston, 
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